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IN PULMONARY TUBERCULOSIS. 


Angier’s Emulsion is a most efficacious remedy in Pulmonary Tuberculosis 
because it not only maintains the normal condition of nutrition, but 
has a well-defined specific palliative influence upon the cough and other 
symptoms of the disease. 
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IN BRONCHITIS, SUB-ACUTE AND CHRONIC. 


Prompt relief is afforded by Angier’s Emulsion in Bronchitis and all. 
forms of respiratory inflammation. Cough is checked, bronchial irritation .~ 
allayed, and expectoration facilitated. 
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IN WASTING DISEASES OF CHILDREN. 


Angier’s Emulsion is, in all respects, eminently adapted to the successful 
treatment of Wasting Diseases of Children. There is no objection to the 
taste of the Emulsion—the child almost invariably likes it. 
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IN GASTRO-INTESTINAL DISORDERS. 


In Gastro-Intestinal Disorders of an inflammatory, ulcerative, or func- 
= tional nature Angier’s Emulsion is particularly useful. It exercises 
its sedative, demulcent, lubricant effects throughout the entire ponepnnel 
canal, from the duodenum to the rectum. 
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IN THE PERIOD OF CONVALESCENCE. 


After any serious illness Angier’s Emulsion will improve and strengthen 
the organs of digestion and assimilation, and enable patients to derive 
the fullest benefit from any prescribed diet. Improved appetite is one 
of the first results. 
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THE HEAT LOSSES OF THE BODY CONNECTED WITH 
SURGICAL OPERATIONS UNDER ETHER 
ANAESTHESIA. 





By C. E. Corlette, M.D., Ch.M. (Syd.), D.P.H. (Camb.), 
Surgeon to the Sydney Hospital. 





(Continucd from page 103.) 





We are now prepared to investigate the heat loss 
ineurred by warming up cold ether vapour to 33° C.. 
I say 38° C.., the temperature of expired air, because, 
although the ether reaches full body temperature 
after absorption, it is mainly excreted by the breath 
and therefore at breath temperature. The latent heat 
of vaporization of ether is not drawn from the body 
of the anesthetized patient, so we can neglect it; but 
the warming up of the vapour does take place at the 
expense of the body heat. To calculate the value of 
this factor, we must know the specific heat of ether 
vapour and the weight of the vapour inspired per unit 
of time. The specific heat of ether vapour at 0° C. 
is given at 0.37 and between 25° C. and 111° C. as 
0.428. We derive from these data the figure 0.38 as 
a mean and caleulate by it. The expression means 
that one gramme of ether vapour absorbs 0.38 of a 
small calorie per degree rise in temperature. As for 
the weight of ether vapour inspired per hour, no 
doubt it varies much with the administrator, with the 
apparatus used and with the individual patient. Some 





anesthetists have told me that by the open mask 
method it is possible to use over 500 e.cm. of ether 
in an hour. I note, kowever, that C. Dyring,(8) 
writing on the subject of warmed ether, states that, 
with a form of apparatus he describes, about 60 ¢.cm. 
of liquid ether are used per hour and certainly not 
more than 80 ¢.em..1. Let us make a convention that 
100 ¢.em. are used in an hour. With ether of specific 
gravity 0.720, one hundred cubic centimetres weigh 
72 grammes and this has to be warmed up to breath 
temperature. Suppose that we start with the ether 
vapour at 0° C.. The calculation is made as follows: 
72 & 33 & 0.38 = 902.9, or 903 small ealories. This 
equals 0.903 of a large calorie. 

Let me here interpose a note. A simple calculation 
shows that the heat !oss incurred by warming 100 
e.em. of ether vapour from 0° C. to 33° C. is almost 
exactly equivalent to the heat dissipated from the 
body by the evaporation of 1.5 ¢.cm. of sweat. That 
is, in non-metric measurement, a fraction over 25 
minims, or less than half a teaspoonful. It also 
equals the heat derived from the oxidation within the 
body of rather less than one-tenth of a gramme (or 
14 grains avoirdupois) of fat. 

All the necessary calculations have now been made 
and their results stated. It is only after such deter- 


1 On the other hand, the plenum ctherizer, with electric blower, used at 
the Sydney Hospital, expends quite as much ether as the open mask method, 
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minations have been arrived at that it becomes pos- 
sible to get a true picture of the heat losses of the 
body by their several channels and in their relative 
magnitude under the various conditions that have 
been investigated. But even then it is not very easy 
to get a mental picture of their relative values by a 
mere contemplation of arithmetical figures. I have 
therefore thought it better to display them, graphic- 
ally, when they really speak for themselves. 





B. Ci23 Di23 E1258 Fi23 


GraPHic DiaGRAM SHOWING HEAT LOSSES. 


A.—tTotal output of heat per hour from 

whole body: 
1. During moderate work.. 273 
2. During ‘‘rest’’ experiment 
(day-time) .. .. .. 
During sleep, practically 
both in the 
and in the 
“est”? experiments .. 67.3 

B.—Calories lost by warming vapour of 
100 c.cm. ether from 0° to 33°. 

C.—Per 1,000 litres breath expired. In- 
spiring saturated moist air at 20°. Calories 
lest by: 

DE os ce oe: os OD 
2. Moistening - 26 
3. Total See eer 

D.—Per 1,000 litres breath expired. In- 
spiring saturated moist air at 0°. Calories 
lost by: 

1. Warming .. a ae 
2. Moistening - 17.92 
3. Total 5 


nail: th ea 
E.—Per 1,000 litres breath expired. In- 
spiring dry air at 20°. Calories lost by: 
SE 6s ss co» ss ae 
2. Moistening 


-- 20.47 
3. Total in ke. oe. Saw 
F.—Per 1,000 litres breath expired. In- 
spiring dry air at 9°. Calories lost by: 
: Warming .. eee 
2. Moistening -. 20.47 
3. Total os - 29.07 
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A careful study of the diagrams shown will give 
a great deal of interesting information. 

If we look first at the relatively tall columns of 
Graph A, we can picture from A2 something like the 
total heat loss proceeding from a patient before 
anesthetization. If my comparison of the heat.losses 
of a man under ether to those of a man doing mode- 








rate work is justifiable, and I think I have shown that 
there is a good deal to justify it, then Al, which 
represents the heat loss of a man at light work, pictures 
approximately the heat loss from the whole organism 
during ether anesthesia. If it be desired to subtract 
the heat loss due to external work measured, Column 
Al will have to be shortened by the equivalent of 
29.25. It so happens that F3 lends itself very con- 
veniently for this, as it is practically the same length. 
Measure its span with a rule or pair of dividers and 
subtract this from the top of A1. 

Now look at Graph B, which pictures the calorie 
loss produced by raising the vapour of 100 c.cm. of 
ether from 0° C. to breath temperature. It there- 
fore also shows the amount of saving which is ob- 
tained by administering warm ether. It will be seen 
at once that the size of this factor is so small as to 
be relatively insignificant, negligible as compared 
with the total heat loss of the body, whether at rest 
or at work, and (presumably) equally negligible as 
compared with the total heat loss during anesthesia. 
It should be carefully remembered that we are deal- 
ing with computations based on actual physical meas- 
urements in every graph shown. The part based on 
probability and not on measurements is the argu- 
ment as to similarity of the physical conditions of 
heat loss during work and during ether anesthesia. 

Turn now to C, D, E, -F. ‘No. 3 in each of these 
graphs pictures the heat loss by the respiratory 
channel, with a respiratory ventilation current of 
1,000 litres per hour under the various atmospheric 
conditions specified for each lettered graph. The col- 
umns show that the heat loss (and it is the maximum 
possible) by the respiratory channel with a 1,000 litre 
current must be far smaller than the loss through 
the skin during work. With a 2,000 litre current, 
the height of the columns in C, D, E, F would be 
doubled and still the skin would continue to be by 
far the more copious channel of heat loss. At rest 
(sleep is not here meant), the current would be, say, 
500 to 600 litres and there again the skin shows itself 
still to be the chief channel of loss, though the dif- 
ference is less emphatic, 

Now examine C, D, E, F in detail. No. 1 column 
in each shows the quantity of heat lost to the body in 
raising the temperature of the inspired air. No. 2 
column shows the quantity of heat lost to the body 
by moistening it up to the necessary point. 

Then compare, especially, E1 with E2 and F1 with 
F2. Also compare C2 with E2 and F1 with C2 and 
C3. The results shown will, I am sure, surprise read- 
ers, as they did myself; but there they are and must 
remain, quite unquestionable and logically unassail- 
able. What, in brief, do they show? They show that 
by far the greater part of the heat loss by the respira- 
tory channel is incurred by the dissipation of the 
latent heat of vaporization of water by supplying 
moisture to the incoming air. The loss of heat in- 
curred by warming even the coldest specimens of air 
(F1) is less than the loss incurred by supplying addi- 
tional moisture to air that at a warm and mild room 
temperature (20° C., or 68° F.) is actually already 
saturated (C2). The graphs show also that dry air 
inspired at 20° C. (E3) abstracts but little less heat 
from the body than does air inspired at 0° (F3). By 
charging the inspired air with sufficient moisture, we 
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therefore produce a far greater stoppage effect on 
heat loss than by merely raising its temperature. By 
charging it with moisture we lower the height of E2 
and approximate it more and more to that of C2. 

So it is the vapour content of air that chiefly influ- 
ences its properties as a heat carrier or heat absorber. 
Moist air blocks evaporation and sq bottles up heat in 
the body. Cooling proceeds proportionally to the 
initial dryness of the air, its initial temperature being 
of much less importance. Since air at freezing point 
is comparatively dry, its cooling property is relatively 
exhausted at that temperature. Therefore, the cool- 
ing property of air at polar temperatures is due to 
the lengthening of D1 or F1; it scarcely increases the 
height of F2 at all. It follows that air at polar tem- 
peratures can be respired without causing a great 
increase in cooling. For example, it takes only about 
eleven calories to warm up 1,000 litres, measured at 
33° C., from — 32° C. ‘to 0° C. (ae., from 
— 27.4° F., about 60 degrees of frost, to freezing 
point, 32° F.) and to moisten it to saturation; but 
it takes about 27 calories to warm it up through the 
next 33° and to moisten it to saturation at that 
temperature. 

Once more let us look at B. If we cut down the 
respiratory ventilation current to 500 litres per hour, 
instead of regarding it as 1,000, we halve the height 
of the columns in C, D, E, F. We find that even 
then the heat lost to the body by warming up the 
vapour of 100 ¢.em. of ether is practically negligible 
in-comparison with that expended even in warming 
and moistening an atmosphere already warmed to 
20° C. and absolutely saturated thereat. We 
see, therefore, that any effort merely directed towards 
the warming of ether vapour leads to what is prac- 
tically a blind end and is an utter triviality. It will 
save less than one calorie per hour. 

But we have discovered something else that counts 
for a good deal more. Omitting for the moment the 
ether factor, we are able to see clearly that if the 
whole of the inspired air be warmed to 33° C. and 
at the same time saturated with moisture before it 
reaches the patient, the loss of heat from the respira- 
tory passages can be reduced to nil—obliterated alto- 
gether. However, to bring the whole surrounding 
atmosphere to this degree of warmth and humidity 
(33° C. and saturated), would make it practically 
impossible for anesthetist, surgeon and staff to carry 
on their work efficiently. But by tube feeding the 
air to the patient, it could be delivered to him in that 
condition if it were desired. 

Up to the time of this inquiry, ether-pneumonia 
(so-called) has by many been regarded as a result of 
chilling by cold ether vapour (B). Having now de- 
termined the value of B, both absolute and relative, I 
cannot see in it any sufficient cause of ether-pneu- 
monia. 

I cannot stop to discuss post-operative pneumonia 
at length. With our present very small stock of real 
knowledge we cannot be dogmatic, but we can be sure 
that during and after many operations there is a flood 
of heat loss and a great disarrangement of the tem- 
perature-regulating machinery. Such an occasion 
may lower the disease-resisting powers for the time 
being and favour attacks of waiting disease germs 
that at other times would be futile, At all events, 





sudden chills of any sort seem to be pernicious and 
unsafe, however they act. 

I have looked up the descriptions of various forms 
of apparatus intended to provide warmed ether for 
the patient. I have found them divisible into three 
varieties, which I may distinguish as A, B and C. In 
variety A, air is pumped through an ether container 
in which the ether is vaporized. The air-ether mix- 


‘ture is then carried on through a pipe surrounded by 


warm water, whereby it is warmed and thence it 
passes into the respiratory passage of the patient. 


In variety B the air is first passed into a chamber 
containing water to wash and moisten it. This water 
is, in some cases, directed to be warm. Thence it 
passes into the ether container and the rest is as in 
variety A. 

In variety C the air passes first through the ether 
container and takes up its vaporized ether; after that 
it passes into a chamber containing hot water, where 
it is moistened and warmed. Then it is delivered to 
the patient. 

In certain cases, the chamber containing the ether 
in which it is vaporized, is surrounded by an external 
source of heat in the form of a hot water jacket or 
an electric warmer. 

Let us now follow the course of events from a 
calorimetric point of view, taking first varieties A 
and B. The air, charged with a quantity of heat re- 
siding in its water vapour and with another, but 
smaller, portion of heat which it owes to its tem- 
perature, passes into the ether container. The evap- 
orating ether demands a considerable quantity of 
heat to supply the latent heat of vaporization and 
both the air and the liquid ether are denuded of heat 
to supply it. Even the provision of an outside source 
of heat would not prevent some heat from being ab- 
stracted from the air current. Denuded of heat, the 
air is lowered in temperature and this necessarily 
dries the water out of it. The water goes into solu- 
tion in the liquid ether. The current thus dried and | 
cooled passes out of the ether chamber and in the 
next stage of its passage it is warmed in the coil, 
but not moistened. Therefore, the patient gets 
warmed dried air and warmed ether. In the case of 
variety B, it will be seen that moisture is first added 
to the current in the water chamber and immediately 
afterwards subtracted in the ether chamber, so the 
ultimate product of variety B is the same as that of 
variety A. 

In connexion wii this, the reader should study 
Table ITI. and the graphs. He will see that in many, 
perhaps the majority of ordinary cases the para- 
doxical result will be reached that the anesthetist 
who, innocently and with the best intention, is sup- 
plying warmed air and warmed ether, is causing 
more heat loss to the patient than if he had delivered 
ordinary room air and cold ether! Therefore, for all 
ordinary atmospheric conditions, the apparatus 
(Variety A and Variety B) defeats its ostensible ob- 
ject. For example, a room air at 75% saturation, 
even if its temperature were considerably below 20° 
C., would cause less heat loss to the patient than a 
dry air delivered at 33° C. or considerably over 33° 
C.. This is obvious at sight, without going into any 
ealeulations, 
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What I have just said does not apply to Variety C. 
But before passing on to this variety, let me draw 
attention to reports of two extremely interesting but 
unintentional experimental observations that go to 
confirm certain remarks that I have just been making 
about the A and B varieties. They are not any less 
valuable because their import was not realized by the 
experimentalists concerned. One writer,(9) in de- 
seribing an apparatus of variety B, designed by him- 
self, records that a layer of ice formed at the bottom 
of the ether when the air was pumped violently and 
to counteract this he surrounded the ether container 
with an electric warming coil. Though this might 
have prevented the formation of a layer of ice at the 
bottom, it is probably a very long step from the pre- 
vention of the deposition of water, which would re- 
main in concealment, dissolved in the ether. This 
unconscious record provides a beautiful experimental 
demonstration of the drying of the air current—the 
subtraction of the moisture which may have been 
just previously added—to which I have referred in 
my criticism. 

The next oceurs in an account by another 
writer(10) of a warmed ether apparatus of variety 
A, which he designed and recommended. In this, the 
mixture of (dried and cooled) air and ether vapour 
is warmed by passing it through a spiral copper tube 
immersed in hot water contained in a thermos flask. 
He remarks that: ‘‘The water in the thermos flask 
remains at almost the same temperature for hours 
and consequently the vapour is delivered to the pa- 
tient at an almost constant temperature.’’ ‘‘The loss 


of heat on the passage of the ether vapour through 
the copper spiral is negligible.’’ ‘‘The thermos flask 
maintains a temperature which, for all practical pur- 


poses, is constant for three or four hours.’’ It is 
obvious that he was unconsciously earrying out a 
calorimetric experiment. The loss of heat from the 
thermos flask measured the heat loss which he was 
saving by warming up the dried air and ether vapour. 
‘Seeing that in a litre of water a lowering of tempera- 
ture by one degree means a loss of one calorie, one 
ean see by this experiment that the calories saved to 
the patient and lost by the hot water were not many, 
even after three or four hours. Refer again to 
Graphs B, C1, D1, El, F1. 

_Now we can consider the warmed ether apparatus 
which I have classed as variety C.. It seems that this 
variety has been much less widely used than the 
others. As we have seen, this apparatus delivers to 
the patient, not warmed dried air and ether vapour, 
but warmed moist air and ether vapour. The ether- 
air mixture is brought into direct contact with hot 
water. I may remark here that in such a case the 
water ought always to be at a temperature well above 
the boiling point of ether, for if it were otherwise, 
the water would take up ether and the patient might 
fail to be anesthetized. Again, it should never be 
forgotten that the ether-air mixture forms a highly 
explosive atmosphere and corresponding care should 
be taken to use only safe methods of heating. The 
saving of calories to the patient by such an apparatus 
as Variety C is real and efficient. It will economize 
words if at once the reader is referred to the graphs, 
where the relative saving of heat is pictured in B, 





C3, D3, E3, F3. It is really an anomaly to call this 
variety simply a warmed ether apparatus. It is that, 
but it is much more emphatically an apparatus for de- 
livering warmed and moistened air with ether. 

We have seen that the utmost possible heat loss by 
the respiratory channel per 1,000 litres expired, under 
the conditions mentioned, is a little over 29 large 
calories. I have suggested that something like the 
total heat loss for moderate work (Graph Al) might 
reasonably be assumed as an approximation to the 
heat loss incurred by the whole body during ether 
anesthesia, though, of course, one must not forget 
that this is not an actual measurement. The heat loss 
would be very much greater if the body were much 
exposed and the environment a cold, dry and 
draughty atmosphere (vide supra, Rubner’s and Wol- 
pert’s figures). So the proportion of total body loss 
to be saved by shutting the gate of the respiratory 
channel of loss is relatively small. Nevertheless, it 
is conceivable that there may be a special pathological 
importance in the local loss produced by cooling of 
the respiratory mucous membrane and especially if 
this is a part of the tract that is normally protected 
by nasal respiration, which is very little employed in 
most cases of ether anesthesia. Whether this be so or 
not I do not know and do not propose to discuss 
here. But if it is the case, Variety A or Variety B 
of warmed ether apparatus has not usually done any- 
thing but increase this local heat loss. 

Here I drop the discussion of warmed ether. I 
think we may at length safely say that, from the 
point of view of calorimetry, the so-called warmed 
ether method of anexsthetization has yielded up its 
secrets. Also, it has become obvious that anesthetists 
have been thinking about it in terms of temperature 
when they ought to have thought in terms of heat. 
But, after all, it is in truth something more than a 
mere warmed ether system. It functions as a regu- 
lator, or moderator, of ether content in the air sup- 
ply and, what is probably of more importance, it is 
closely associated with a plenum system of aerating 
the respiratory organs. The warming of the ether 
is a mere decorative trifle and no part of its essence, 
as I view it. I must say here that what I have seen 
of the system in use has produced a very favourable 
impression. It should be judged as a whole and not 
by its non-essential parts. Looking at it as a whole, 
I am sure it may well rank as a most valuable im- 
provement in the art of etherization. 

We may now go on to the further consideration of 
heat loss by the skin and accordingly we shall devote 
some attention to the methods in use of lessening or 
counteracting heat loss. Let us see how much they 
ean do and how they do it. Then, perhaps, we may 
be able to suggest additions or improvements. 

In practice we find (7.) some attempt at room 
warming, (i.) application of blankets, warmed or 
otherwise, (7it.) hot water bottles or the like placed 
in the bed beneath the blankets, (7v.) enemata of hot 
liquids, such as coffee, (v.) enemata of readily oxi- 
dizable fuel, such as brandy. 

It will be noticed that some of these are princi- 
pally adapted and used for the period following the 
cessation of ether administration, but while the pa- 
tient is still more or less-under the influence of the 
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drug. It will also be noticed that while some methods 
aim at shutting off the current of escape, others aim 
rather at compensation for loss, by supplying more 
calories. 

In regard to room warming, the reader should refer 
back to the earlier paragraphs, wherein is discussed 
the effect on heat loss of moving air as compared with 
still air and to the conclusions then arrived at as to 
the proper means of warming a room so that heat loss 
to the air should be reduced to a minimum. It was 
shown that, for this purpose, open fires were wrong 
and that the required conditions could only be ful- 
filled by apparatus that operated by actually putting 
heat units into the surrounding air, thus inducing 
convection currents of the warmed medium to circu- 
late throughout the whole room. It was also shown 
very clearly that this air should be as moist as 
possible. 

Next we come to blankets, a subject which should 
be studied very carefully. I have been obliged to do 
much of the study for myself, for, though many may 
have thought over their rationale, a scientific account 
of their real action is not easily found. The conven- 
tional formula told about blankets is that they are 
efficient non-conductors, because their fabric manages 
to enclose within its meshes a specially large volume 
of air. Now, while it is quite correct that air is not 
a good conductor, it is not correct to put the matter 
as if the explanation of a blanket’s action lay chiefly 
in the fact that it contained much air. The really 
important point is that this air is held stagnant. It 
is its comparative stillness, not its volume, that 
matters. 

As a matter of fact, the chief corridor or mode 
of heat loss is indirect conduction by mass currents 
in the air. The convection currents of the atmosphere 
form the mechanical vectors of heat from the body 
surface. And though the individual load of heat that 
one gramme of air can carry away be in itself only 
small, yet if the medium be abundant and movement 
free, a very large absolute total per unit of time can 
be carried off. 

A blanket provides great frictional resistance 
against convection currents. Part of the current may 
be deflected altogether, while that part which pene- 
trates the blanket has its current slowed down very 
materially before it impinges on the body. Therefore, 
if the original current were cold, the rate of heat loss 
would be correspondingly slowed. On the under side 
of the blanket, 7.e., the side towards the skin, by the 
same property of frictional resistance, mass move- 
ments of the water-saturated warm layer of air in im- 
mediate contact with the body are in large part 
obstructed. 

There is, however, a factor of heat loss that I ought 
to mention here. We have seen that if we could stop 
mass movements of the air we could stagnate the heat 
within the area covered. But not quite. A blanket 


could have but little effect on the rate of simple dif- 
fusion of aqueous vapour which would go on even if 
the air were absolutely still. 

It will be right also to point out that blankets or, 
indeed, any other coverings obstruct the path of 
radiation, absorbing heat, though afterwards passing 
it on. 


‘added on the subject of conduction. 
‘thinner or more solid fabrics, for instance, a piece of 
. macintosh or oil-skin sheeting, if in direct touch with 
‘the body or another conducting medium touching the 
: body, would be able to function as direct conductors 
of heat, the heat passing by way of the actual com- 








We may say, however, that the sum of the effects 
of a blanket is to keep the air near the body more or 
less close to the type of a water-saturated atmosphere 
at a tropical temperature, namely, that of the body 
itself. 

If we have a water-saturated atmosphere at a warm 
temperature maintained near the skin and the mass 
currents in this layer of air are reduced to a mini- 
mum, heat is proportionally saved, since it is not dis-: 
sipated into the room at such a rapid rate. As it is 
saturated, the rate of water evaporation from the 
skin would be kept down. even though the sweat were 
pouring out in large quantities. For if we close 
down evaporation, or slow it, by so much also do we 
save loss of the latent heat of vaporization. The skin 
may be wet, but the blanket being dry evaporation 
does not occur from the outside of the blanket. If the 
blanket itself were thoroughly wet, another state of 
affairs would exist. There would then be a free play 
of unsaturated air currents on the wet surface, this 
time the outside of the blanket, and there would be 
a great outflow of latent heat of vaporization. The 
chief source of this heat would have to be the heat 
stored in the body of the organism beneath the wet 
blanket. Moreover, when the covering is thoroughly 
wet, loss of heat by direct conduction would be pro- 
moted, in place of the former condition of loss by in- 
direct conduction through convection currents. Thus 
a very profound change in the conditions would be 
produced. We ean see that fabrics which have the 


property of getting wet through quickly cannot have 


the same reserve of protecting power of the kind that 


-is possessed by a good blanket. 


Before proceeding further, a few words may be 
Some of the 


ponent substance of the material. But any heat con- 


‘ducted to the projecting ends of the long and exceed- 
‘ingly fine fibres constituting a blanket, or any simi- 
‘lar kind of fabric, would be conducted aside into the 
‘air mass surrounding the fibres before it could get 
‘ through to the farther side of the blanket. 


Thus the 
heat passing into the blanket in this way would only 


- pass through with and in the direction of the air ecur- 


rent by perflation. But a macintosh sheet outside a 


‘blanket, or inside either for that matter, blocks per- 
; flation, whether it is able to act as a conductor or not. 


I feel sure that the picture of the function of a 
blanket that I have attempted to give is in all essen- 
tial points the true one. Of course, what I have said 
applies as much to cotton or mixture blankets as to 
woollen ones, for there is not any special virtue in 
woollen fibre as a material, beyond the fact that it is 
specially well adapted for the manufacture of textiles 
of a soft and spongy or cellular consistency and that 
it is able to preserve that consistency even when 
very moist. 

Let us now consider the effect of using warmed 
blankets. I could find no data as to the specific heat 
of blankets material (horn would be the same), but 
in my calculations I have taken wood (cellulose) as 
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affording something approximate. In the case of cot- 
ton blanket, it should be quite correct. The heat 
capacity of unit weight of wood is given as 0.2 as com- 
pared with water. 

I have measured the weight, area and volume of 
many of our hospital blankets. I find that an old 
blanket does not differ much in weight from a new 
one, but it differs very much in volume. As an ex- 
ample, 64 layers of new blanket measured 20 em. in 
thickness, while the same number of old blankets 
measured a thickness of 12 em.. The extra thickness 
is due to the nap; but it is evident that the nap 
weighs but a very small proportion of the whole, for 
when it has worn off the blanket is hardly reduced 
at all in weight. The average weight of an intact 
blanket, as used in the Sydney Hospital, is 1,700 
grammes, or 3 lb. 12 oz. avoirdupois. The volume 
of one blanket is 14 litres. After an operation, it is 
usual to apply four blankets, the combined weight 
of. which is 6.8 kilograms, or 15 Ib.. 

Assuming for blanket a specific heat of 0.2, it 
follows that for every 10° rise of temperature, one 
kilogram of blanket would absorb two large calories 
and, similarly, give out two large calories for every 
10° fall. The stored heat, therefore, in four blankets 
(6.8 kg.) amounts to 13.6 large calories for each 10° 
of temperature. The latent heat of vaporization of 
water at room temperature (20° C.) is 592 small 
calories, or 0.592 large calories, per gramme evapor- 
ated. It may be calculated from this that the heat 
that can be carried in four blankets is sufficient to 
vaporize 22.9 grammes of water, equal to about 390 
British minims or 373 American minims for each 10° 
rise or fall of temperature. 

Tf all the blankets were warmed, not all the heat 
would be available for the use of the body, for the 
surfaces facing towards the room or towards the mat- 
tress would lose their heat to the room or to the mat- 
tress respectively. In my own hospital four blankets 
are used on the return to the bed of a patient after 
operation. Two of these blankets are ‘‘warmed’’ and 
are placed nearest the patient. Two others are not 
warmed and these serve to cover and enclose the 
patient and the other two blankets. In this proceed- 
ing we may say that (1) heat that would have been 
lost in warming up, say, 3.4 kg. of blanket from room 
temperature is conserved and (2) there may be a little 
surplus of heat in the warmed blanket, further saving 
loss. But as regards warmed blankets, a warning is 
necessary, for it will have to be very clearly under- 
stood that touch is deceptive. A warm blanket is 
one that is warmed right through and this is not easy 
to manage, except in a hot chamber. It must not be 
one with the nap alone warmed. This is in reality 
a cold blanket, notwithstanding the evidence of touch. 

Let no one think that in applying hot blankets or 
in surrounding a patient with hot water bottles or 
otherwise heating the atmosphere surrounding him, 
he is putting heat into the body. Under certain con- 
ditions, such as more or less complete immersion in 
a hot bath, the thing could be done; but under ordi- 
nary conditions the attempt would be futile. Heat 
units are not being pushed into the body by the meas- 


ures adopted, but the ‘‘appetite’’ of the relatively, 


eold and dry atmosphere approaching the body is 
more or less assuaged by heat and moisture that may 
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be fed to it in this way. Thus, heat is prevented from 
being abstracted from the body, whose store is, to 
that extent, protected from depletion. 

We come now to hot water bottles. Their employ- 
ment for an unconscious patient after operation is 
strongly discouraged at my own hospital, their use 
being confined to warming the bed before placing the 
patient in it. But they have been used in some cases. 
Whatever the state of the patient, a hot water bottle 
is always wrapped in a woollen covering and is 
usually separated also by the thickness of one of the 
under blankets, ‘though beneath the covering blanket. 
By this means, the heat given out by the cooling of 
the hot water is not freely dissipated to the vatside 
air, but it is available for warming up the «ir inside 
the blanket. As a reservoir of accumulated heat, 
water has a distinct advantage, for it has a heat 
capacity exceeding all other materials. The definition 
of a large calorie will be remembered as the heat re- 
quired to raise 1,000 grammes (practically one litre) 
of water from 0° C. to 1° C.. Therefore, a litre of 
hot water gives out in cooling one large calorie for 
each degree of temperature lost. 

If nurses and those who direct them, could only be 
brought to realize the futility of trying to do more 
than produce a moisture-saturated atmosphere at 
37° C. or thereabouts and to maintain it around the 
patient, the use of hot water bottles could be com- 
mended. But, unfortunately, those in attendance 
ignorantly imagine that it is not only possible, but 
a duty, to push heat into the patient. -In their vain 
effort to perform what is quite certainly a scientific 
impossibility, they approximate the hot water con- 
tainers to the body. What they too often do is to 
push containers at dangerously high temperatures 
into unsafe propinquity to the skin of a helpless and 
uneonscious human being. Hence the never-ceasing 
tale of accidents, burns when the close contact is 
made with a dry surface or more usually scalds, 
which occur either when the cover of the container 
is wet from a leaking overflow or when the skin and 
its covering is wet from copious perspiration. 

When writers suggest that hot coffee should be ad- 
ministered per rectum to-an etherized patient after 
operation they are usually discreetly vague. We 
are not told how hot the coffee, nor how much, nor 
are we sure what temperature the bowel can bear 
without injury. How many surgeons have clear and 
definite ideas as to what they mean? They have to 
bear, and ought to bear, the whole responsibility, legal 
and otherwise. These very important particulars 
should not be left to a nurse to solve by experiment, 
perhaps to the severe injury of the patient. The 
nurse may not always have the information contained, 
in nursing books at her fingers’ ends. These books, 
however, do inform nurses that an enema of hot coffee 
should mean injection at from 105° F. to 110° F. 
(40.6° C. to 43.3° C.). Let us therefore assume 
that 200 c.em. of coffee infusion are injected at 43° C.. 
The computation of calories is very simple. In being 
cooled down to 37° C. within the bowel this will yield 
1.2 large calories, equivalent to balance the evapora- 
tion of 2 ¢.em. of sweat, or about half a teaspoonful. 
It could only have been suggested by writers for the 
heat supposed to be contained, not for the caffeine, 


‘for, nowadays, any surgeon who thinks, would ad- 
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minister caffeine hypodermically if the matter were 
urgent and important. 

Now we come to enemata of brandy. It is known 
that one gramme of absolute alcohol is quickly and 
completely burnt up within the body, with a yield 
of 7.07 large calories. There would be in 50 ¢.em. 
of brandy or whisky about 22 grammes of absolute 
aleohol, capable of yielding 155 calories. But the 
effects of alcohol and of ether are so similar that we 
should hesitate before using one as a sort of antidote 
to the effects of the other. I may be wrong, but I 
imagine that most thinking men would support this 
position. 

This finishes the list of the more commonly used 
remedies for heat loss. But it does not exhaust the 
possibilities. For one thing, it has seemed to me 
likely that hot water bottles could be replaced with 
advantage by low power electric light bulbs installed 
in wooden boxes. This would produce a hot air appa- 
ratus. Electric light bulbs in a single box can easily 
be as dangerous as hot water bottles; but an inner 
arrangement of baffle plates can block radiation and 
keep the outer wall cool while admitting air freely. 
I speak from experimental knowledge. It is true that 
with such a form of apparatus we omit to provide 
extraneous moisture for saturation; but if the atmo- 
sphere surrounding the body could be held sufficiently 
stagnant by blanket coverings, it would suffice to use 
the patient’s own sweat vapour to check evaporation. 
For if saturation point is reached, no more evapora- 
tion can go on, no matter how copious the sweating, 
except through replacement of the saturated by un- 
saturated air. The physical conditions described are 
practically what occurs when hot water bottles are 
employed. 

Another possible scheme would be to supply both 
heat and moisture from a lamp placed on the floor 
near the bed, a tent being employed to enclose and 
cover the bed upon which the patient is lying. A flue 
would carry the heat and vapour of combustion from 
the lamp into the tent. Such an arrangement would 
have to be very carefully watched, to prevent over- 
doing it. 

We have seen that we ean narrow or block, at will, 
the channel of heat loss through the breath by causing 
the patient to breathe a sufficiently warmed and moist- 
ened air supply fed to him by a tube. It is obvious 
that a similar kind of atmosphere bathing the body 
surface would serve to narrow or, at will, to block 
entirely the channel of heat loss through the skin. 
This is the principle that is employed if a lamp is 
used for preventing heat loss in the way described in 
the preceding paragraph. Such a system provides 
the most powerfully effective control of heat loss from 
the skin that could be devised. But it is too efficient. 
If it were widely used, the physiological potency of 
the method would not always be remembered by those 
in charge and there would be many deaths from 
hyperpyrexia. The body heat would be dammed back 
so completely that the remedy would produce more 
serious effects than the heat loss itself. This is, of 
course, no argument against its employment for spe- 
cial work and under expert control. 


. Summary. 
The physical appearances of a patient under ether 





suggest comparison with a person doing muscular 
work. An attempt has been made to gain an approxi- 
mate idea of the quantity of heat that may be lost 
by a patient under ether. In default of measure- 
ments, it was considered that a reasonable working 
approximation might be conjectured from compari- 
sons with work. ‘Therefore, help has been sought 
from figures of heat loss measured by W. O. Atwater 
and F. G. Benedict, pertaining to men resting and 
men doing light work. But, beyond that, the writer 
has shown how the heat loss from the respiratory 
channel can be actually measured. The laws govern- 
ing respiratory heat loss have been brought out and 
they have been applied to certain cases. It has been 
shown clearly what are the upper and lower limits of 
respiratory heat loss under various conditions. It is 
the vapour content of respired air that chiefly influ- 
ences its properties as a heat carrier or heat remover. 
Moist air blocks evaporation from the respiratory 
mucous membrane and’ bottles up heat in the body. 
Cooling proceeds proportionally to the initial dryness 
of the air, its initial temperature being of much less 
importance. Since air at freezing point is approach- 
ing dryness, its cooling property is relatively ex- 
hausted and therefore air at polar temperatures can 
be respired without serious increase of heat loss. 

An interim communication is made of some results 
of an experimental research now being carried on 
by H. S. Halero Wardlaw and the writer, its object 
being the measurement of the respiratory ventilation 
current in patients being operated on under ether 
anesthesia. Three measurements made on male pa- 
tients record, respectively, currents of 1,478, 1,183 
and 1,081 litres per hour, resembling that of a man 
walking from two to three miles per hour and to this 
extent confirming the comparison made with a man 
doing moderate work. 

The maximum possible heat loss per 1,000 litres 
(expiratory measurement) for any respired atmo- 
sphere not below freezing point is 29.07 large calories. 
At 20° C. the maximum is 23.86 and the minimum 
14.74 calories. The heat loss caused by the warming 
of the vapour of 100 ¢.em. of ether from 0° C. to 
33° C. (the temperature of expired air) is only 0.9 
of a calorie. These figures are compared with the 
total heat loss of 273 calories per hour for a man at 
moderate work and the 105 ealories per hour for 
resting. The cooling effect of cold ether vapour being 
quite insignificant, it is not reasonable to regard it as 
a cause of ether pneumonia. 

No heat loss ean occur by way of the respiration 
if the air is saturated with moisture and warmed to 
33° C. and a similar condition of the atmosphere also 
completely blocks heat loss from the skin. This points 
the way for control of heat loss from either channel. 
Figures are cited showing the great increase in heat 
loss from the skin that is induced by even a slight 
current in the atmosphere. For preventing heat loss, 
the optimum condition of atmosphere for an opera- 
ting room is one of comparative stillness and reason- 
ably high moisture content and temperature. 

The forms of warmed ether apparatus in most com- 
mon use dry the air. For all ordinary room tempera- 
tures and hygrometric conditions of the air, the extra 
heat loss caused by resviration of dried air more than 
counterbalances the effect of warming the air and 





122 


THE MEDICAL JOURNAL OF AUSTRALIA. 


[August 13, 1921. 





ether, so that the apparatus actually increases heat 
loss instead of saving it. Apparatus that not only 
warms, but moistens, the air after it is charged with 
ether is not open to this objection; but even then the 
maximum heat that ean be saved is small in propor- 
tion to the total heat loss of the body. 

The action of blankets depends on the preservation 
of a relatively stagnant layer of air in its meshes, 7.e., 
obstruction of mass currents of the air through the 
fabric. The ultimate effect is to maintain near the 
skin a water-saturated atmosphere at tropical tem- 
perature, preventing evaporation. Warmed blankets 
are subject to fallacies of observation. It does not 
follow that a blanket is warm because it feels warm. 
The stored heat in four large blankets taken together 
amounts to 13.6 calories, for each 10° C. (or 18° F.) 
rise or fall of temperature. Much of the heat is 
wasted into the air of the room or into the mattress. 

Heat cannot be absorbed into the body from hot 
water bottles. They can only block heat loss. 

Hot coffee per rectum is a futile proceeding, so far 
as counteracting heat loss is concerned ; 200 e.cm. can 
save 1.2 calories. 

Aleohol has properties so like ether itself that it 
should not be tried as an antidote to its effects. 

Safe electric warmers, suitable for bed warming, 
ean be contrived and they could usefully replace hot 
water bottles. 

For special cases and short periods of application, 
the heat and moisture from a lamp could be directed 
into the bed to block heat loss. This is an extremely 
potent method. 
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Reviews. 


MEDICAL ELECTRICITY. 


An excellent presentation of the subject is given in the 
eighth edition of the late Dr. H. Lewis Jones’s “Medical 
Electricity,”2 which should prove of great value and interest, 
not only to those who use electrical methods, but also to 
others who wish to know something of these methods and 
of their possibilities and limitations. 

The opening chapter, on “First Principles and }efinitions,” 
is followed by seven chapters containing good critical ac- 
counts of the various methods of applying electricity, “gal- 
vanie” currents, “sinusoidal” currents, “faradic” currents, 
high potential “static’ and high frequency discharges, etc.. 





1 Medical Electricity: A Practical Handbook for Students and Prac- 
titioners, by H. Lewis'Jones, M.A., M.D., F.R.C.P.; Eighth Edition, 
revised and edited by Lullum Wood Bathurst, M.D.; 1920. London: 
H. K. Lewis & Co., Ltd.; Demy 8vo., pp. 575, with 175 illustrations and 
15 plates. Price, 22s. 6d. net. 





One chapter deals with galvanic cautery and lamp instru- 
ments for diagnosis, while another, new to this edition, on 
“Ultra-Violet Radiation,” contains descriptions of several 
sources of ultra-violet light and a short discussion on its 
use. The technique of X-ray work is omitted, but in con- 
nexion with high potential apparatus there is included an 
account of modern coils and high tension transformers and 
rectifiers. The descriptions of apparatus are clear and well 
illustrated and full instructions for use under various con- 
ditions are given, together with adequate statement of neces- 
sary precautions. 

In the ninth and tenth chapters, on “Physiological and 
General. Therapeutic Considerations,” there is discussed the 
effects of these applications upon the tissues. <A lot of detail 
of methods of application, supplementing and sometimes 
repeating matter of earlier chapters, is also given here. 

In the remaining chapters an account is given of work 
which has been done in connexion with the treatment of 
various diseases by electrical methods, including X-rays. 
This should be a valuable portion of the book, as it appears 
to be very complete and just. An idea is obtained of the 
extent to which any treatment mentioned has been used, 
together with some indication of the likelihood of its proving 
beneficial. In many instances considerable detail is sup- 
plied with reference to special cases treated and nearly 
always footnotes give references to original publications. 

The electrical testing of nerves and muscles is well dis- 
cussed in Chapter XII., on the peripheral nerves. Several 
interesting curves are shown here, illustrating recent work 
of E. D. Adrian in connexion with the relations between 
magnitude and duration of current and reaction to electrical 
impulse. There is a description of the use of condenser dis- 
charges in such work, but the statement on page 373 of the 
method of obtaining time duration curves is not clear. 

Some minor inaccuracies are noted; it is stated that ions, 
in electrolytes, are atoms charged with unit quantity of 
electricity; the term “moment of inertia” is used appar- 
ently in place of inertia; the definitions of electrical units 
given on page 34 are either inexact or out of date. 

The chief fault to be found is in the arrangement of the 
material. On reading the book through, at times there is 
obtained an impression of scrappiness, discontinuity and 
unnecessary repetition. Much practical detail in the begin- 
ning of the book is repeated in later chapters, while some of 
the matter in these, such as the use of condenser currents, 
might have been given earlier. A striking case is seen in 
Chapter IV., on “The Utilization of the Electric Light Mains.” 
This gives much useful information concerning series re- 
sistances, shunts, transformers, rectifiers, etc., but it is diffi- 
cult to justify the inclusion of the last section, 101A, entitled 
“Apparatus for Treating Obesity,” apart from the fact that 
the coil used might be operated from the mains, especially 
as the method is described later in fuller detail. This section 
has no reference to the preceding one on “Sterilization of 
Water by Ultra-Violet Light,’ which, itself, with several 
earlier sections, might well have been associated with the 
chapter on ultra-violet radiation. 

This and similar instances are no doubt due to the attempt 
to incorporate new work without greatly modifying the 
arrangement of early editions. They do not materially re- 
duce the usefulness of the work to those who consult it fre- 
quently, but the fault should be remedied in a later edition. 





THE WAR MEMORIAL FUND IN VICTORIA. 

The following have subscribed to the War Memorial Fund 
of the Victorian Branch: Ruth Anderson, D. D. Browne, 
K. Stuart Cross, E. H. Derrick, Harley Grover, E. B. Heffer- 
nan, F. H. Langlands, Ramsay Mailer, C. Maxwell, J. W. 
Morgan, T. G. Oliphant, Horace Pern, J. E. Piper, A. 
Sandison. 





On December 19, 1918, influenza or any febrile toxic septi- 
cemic condition similar to influenza was proclaimed to be 
a quarantinable disease. During the following months fur- 
ther proclamations were issued, declaring the several States 
of the Commonwealth to be affected by influenza. These pro- 
clamations, not having been repealed, have rendered it neces- 
sary up to the present for quarantine officers to apply 
quarantine to ships on board of which persons suffering from 
influenza are travelling. The proclamations have been re- 
pealed on July 29, 1921. 
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A Problem in Physics. 


Modern medicine is based on exact sciences and | 


its teaching is permanent and reliable in proportion 
to the soundness of the fundamental doctrines on 
which it relies. Formerly medical education was a 
kind of compromise between the acceptance of the 
definite lessons of pure science and the outcome of 
what is termed clinical experience. As time has re- 
vealed the fallacies inherent in all forms of final cause 
argument and has disclosed the limitations of deduc- 
tions arising from the external evidence of highly 
complex and confusing processes, it has been neces- 
sary for the teachers of medical science to review the 
accuracy of many firmly established doctrines and to 
re-cast them in the light of precise measurements. 
In these circumstances we have claimed that the 
older nomenclature has served its uses and stands in 
need of revision. The preliminary subjects of the 
medical student’s course were named physiology, 
anatomy and materia medica. Physiology is a hybrid 
science and is in effect partly the chemistry of the 
living organism and partly the physics of the organ- 
ism in its relations to its, environment. Materia 
medica is a conglomeration between the botany of 
a few plants used as medicaments and the chemistry 
of inorganic and organic substances brought into con- 
tact with the chemical components of the organism. 
Anatomy is the study of that section of biology which 
deals with structure and its relation to function. For 
these reasons we have pleaded for the introduction 
of a more precise teaching of the fundamental sci- 
ences of medical chemistry, medical physics and 
biology. To achieve this, the proposal has been made 
that in each medical school attached to our universi- 
ties there should be three professors of the funda- 
mental sciences. Sooner or later, those in authority 
in our universities will be compelled to relinquish the 
illogical and wasteful plan of confusing the basis of 
all medical teaching and will need to establish the 
more effective and rational scheme of distinguishing 
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between chemical and physical facts and the fancies 
of the dogmas of yesteryear. 


No better example of the strange mistakes which 
inevitably arise in medical teaching if it is based on 
empirical observation, uncontrolled by investigations 
or experiments which can be reduced to exact terms, 
can be offered than the conceptions prevailing on the 
effect of the inhalation of ether vapour by man. Dr. 
Corlette has examined this subject from the point of 
In his thoughtful 
and painstaking article, which has appeared in our 


view of physical measurements. 


issues of last week and this week, he has shown that 
anesthetists who have resorted to the warming of 
ether vapour for the purpose of preventing a danger- 
ous degree of cooling of the patient’s respiratory pas- 
sages, have acted on impressions and not on accurately 
ascertained facts. He has proved that when the 
vapour is carried by a current of air through an en- 
closed system which is heated from the outside, the 
effect of the warming is rather detrimental than bene- 
ficial. 


of heat that will have to be extracted from the pa- 


The ether-air mixture is dried and the amount 


tient’s body in order to saturate the ether-air mix- 
ture at the temperature of the expired breath is con- 
siderably greater than the amount of heat needed to 
raise the temperature of the ether-air mixture, un- 
warmed and undried, to that of the expired breath. 
When the ether-air mixture is warmed and at the 
same time saturated with moisture, there is, of course, 
no-loss of heat on inhalation. Expressed in calories, 
the amount of heat lost that is necessary to raise the 
temperature of the ether vapour from 0° C. to 33° C. 
and to saturate the ordinary room air at 33° C. is 
so minute that it can be neglected when the total heat 
loss of the patient undergoing the process of ether 
Dr. Corlette 
deals in a scientific manner with several other prob- 
lems connected with the loss of heat suffered by a pa- 


anesthetization is taken into account. 


tient undergoing an operation and with the means 
that can be applied for the purpose of limiting or 
neutralizing that loss. To the average general prac- 
titioner of a quarter of a century ago his arguments 
would probably savour of theoretical calculations 
which have no direct bearing on the practical prob- 
But 


to-day we have instruments of precision which yield 


lems of the operation theatre or the sick room. 





results of such extraordinary accuracy that every 
trained scientist, who has studied their use, will be 
prepared to place implicit reliance on the caleula- 
tions made with their aid. Had metabolism been 
studied by the medical student with the aid of At- 
water's or Hagemann’s calorimeter, we should have 
heard less of the fallacious attempt to spare the pa- 
tient by warming and drying the air-ether mixture 
before it is inhaled by the patient. 

The moral of Dr. Corlette’s article is that we must 
lose no time in securing for our students a more scien- 
tific and reliable method of teaching the fundamental 
subjects of chemistry and physies. 





VACCINE TREATMENT OF GONORRHA. 


The use of vaccines in the treatment of gonorrhea 
has become popular and general within recent years. 
The supporters of vaccine therapy have outnumbered 
its opponents. The former, however, differ widely in 
their estimates of its value. Some deny that it cuts 
short the acute stages of gonorrheal urethritis, but 
recommend its use in certain complications. Other 
writers have stated that the duration and severity of 
acute urethritis may be shortened materially by its 
use. Captain J. S. K. Boyd undertook a short series 
of experiments with a view to determining the value 
of vaccines as a routine treatment for acute gonor- 
rhea in its early stages.' He was careful to choose 
patients who were free from complications and had 
been suffering from the disease no longer than four- 
teen days at the time of admission to hospital. For 
his first experiment he selected 270 consecutive pa- 
tients and compared the results of treatment with 
those of a control group of 200 patients who had pre- 
viously been treated without vaccines. The vaccine 
used was a polyvalent mixture of gonococci and 
staphylococci in the proportion of one part of the 
former to three of the latter. Various strengths 
were used, the weakest containing 10,000,000 gono- 
coeci and 30,000,000 staphylococci in each cubic centi- 
metre of vaccine. The strongest vaccine contained 
twenty times these numbers. The vaccine was ad- 
ministered in increasing strengths every three or four 
days. A total of 610,000,000 gonococci was the mini- 
mum dosage given. A comparison of the results 
showed that the average stay in hospital for vac- 
cine-treated patients was 58.6 days and for the control 
group 54.5 days. The relapses after discharge were 
3%, for the former and 3.5% for the latter. The 
complications of early gonorrhea include prostatitis 
and epididymitis. Prostatitis occurred in 18.5% of the 
patients treated with vaccine and in 10.5% of those 
in the control group. Unfortunately the diagnosis of 
prostatitis depends upon the judgement and personal 
bias of the medical officers and no standard of diag- 
nosis was attempted. No serious reliance can, there- 
fore, be placed on these figures. Epididymitis, how- 
ever, is a complication which can be seen. The 
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patient is only too conscious of its presence. The 
vaccine-ireated patients suffered from this painful 
condition in 3% of cases, whereas the others mani- 
fested it in 4.5%. These results pointed to the con- 
clusion that vaccine therapy was useless in acute 
gonorrhea. But the value of the results was largely 
discounted by the absence of a standard of eure and 
by the variations in the personnel of the medical 
officers. A further experiment was, therefore, 
attempted. 

For his second experiment Captain Boyd set up a 
standard of cure. Unfortunately he does not explain 
what factors this standard embraced. The treatment 
was carried out by two medical officers only, so that 
the diagnosis of complications and the estimate of 
cure might be uniform. One hundred patients were 
selected, fifty being treated with vaccine and fifty 
without. Vaccine of greater strengths was used than 
in the first experiment. The vaccine of lowest 
streneth contained 50,000,000 gonococci and 
150,000,000 staphylococci in each cubic centimetre. 
The strongest vaccine contained 750,000,000 gono- 
cocci and no staphylococci. Although the doses of 
gonococei were huge, there was no severe reaction. 
An inerease in the urethral discharge the morning 
after the injection was the rule and local and general 
reactions were not uncommon. The result showed 
that the average stay in hospital of the patients 
treated with vaccine was 63 days and of the others 
56 days. Prostatitis occurred in 9% of the former 
and in 11% of the latter. Epididymitis, strangely 
enough, complicated 4.59%, of the cases in which vac- 
cine treatment was used, while no control patient 
suffered from this complication. 

Captain Boyd concludes that polyvalent gonococeal 
vaccine, with added staphylococci, has no effect in 
ordinary or in large doses on the course of acute 
cases of gonorrhea. As the vaccine was carefully 
prepared, his results must be accepted. His con- 
clusions must, however, be received with consider- 
able reserve. The local treatment of gonorrhea with 
rest does much to cure the disease. In all of Captain 
Boyd’s cases local treatment was carried out, but in 
what the local treatment consisted and to what extent 
it varied, we are not informed. Genuine conclu- 
sions as to the virtues of any treatment require the 
exhibition of that treatment alone. Unfortunately, 
it is impossible and perhaps undesirable to persuade 
any body of men to forego the irrigation treatment 
of the disease. 

Another consideration in estimating the value of 
these experiments is that there is reason to believe 
that gonococeal vaccines vary in their suitability for 
different gonorrheal infections. Just as a_biologi- 
eal classification of pneumococci into different types 
has been made, so the time may not be far distant 
when bacteriologists will be able to distinguish similar 
types of gonococci. It is conceivable that the injec- 
tion of particular strains of dead gonococci may be 
valueless in certain cases of gonorrhea and highly 
suecessful in others. Until some light is thrown on 
this problem, the value of vaccine therapy must re- 
main in doubt. 

There is another reason why the utmost caution 
should be exercised before a specific curative action is 
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attributed to gonococeal vaccine. The evidence of a 
natural immunity to gonorrhea is wanting. Nature 
usually indicates by a spontaneous termination of 
an infection that a process of immunization can take 
place within the organism. The crisis on or about 
the sixth day in lobar pneumonia has been shown 
to be an expression of an immunity, the liberation of 
an antibody in excess active to the specific antigen 
derived from the pneumococcus. The fact that the 
protection is short-lived does not mean that it is de- 
pendent on a process other than the reaction of the 
body to the invading organism. Gonorrhea, like 
many other coccal infections, does not tend to a 
spontaneous cure. It is true that sooner or later the 
acute stage ends and the infection assumes new, less 
severe characters, which are spoken of as the mani- 
festations of a chronic infection. Wright claimed 
that the body reacted to an invasion of gonococei by 
the production of specific opsonins. The evidence on 
which this claim was based, has not been universally 
accepted. No other immune bodies have been demon- 
strated in the blood of a person recently cured of 
gonorrhea. Moreover, clinical experience has sup- 
plied ample evidence that gonococci deeply embedded 
in the urethral crypts and lacune remain alive and 
virulent for a long time. It is obvious that bacteri- 
cidal substances are not liberated in the blood serum. 
It is possible, however, that the repeated absorption 
of the protein from the disintegrated bodies of dead 
gonococci may give rise to a condition analogous to 
anti-anaphylaxis. On theoretical grounds this would 
be the sole manner in which a gonococeal vaccine 
might exert a beneficial effect on the infected organ- 
ism. This reaction would not lead to cure, unless 
other measures were taken simultaneously to remove 
or destroy the living cocci within the organism. It, 
therefore, appears that the case for the gonococcal 
vaccine is still unproven and that until enthusiastic 
users of this remedy adduce overwhelming evidence 
of a curative effect, the medical practitioner should 
hesitate before he vaunts it as a reliable means of 
treatment. 


—— 





THE RE-ORGANIZATION OF THE CANADIAN ARMY 
MEDICAL CORPS. 


The Canadian Medical Association resolved in June, 
1919, at its annual meeting held at Quebec, to ap- 
point a large and representative committee to formu- 
late suggestions for the more effective organization 
of the future Canadian Army Medical Service. The 
committee comprised medical officers who had held 
high administrative positions during the war, pro- 
fessors of several of the universities and other 
authorities on military administration and _ profes- 
sional subjects. After much deliberation, the com- 
mittee submitted the following report to the annual 
meeting of the Canadian Medical Association at Van- 
couver in 1920. 

(1) The head of the Canadian Army Medical Service 
shall be known as “The Surgeon-General.” 

(2) The Surgeon-General shall have executive author- 
ity with a seat on the Militia Council and be directly 
responsible to the Minister of Militia. 

(3) In the event of war: (a) the 
shall remain at Military Headquarters, Ottawa; 


Surgeon-General 
(b) a 





director of the medical services of the Army in, the field 
shall be appointed and stationed at the general head- 
quarters of the force. j 

(4) The duties of the permanent Army Medical Corps 
shall be administrative only, except during peace time 
for station hospitals. 

(5) A board of consultants shall be established, com- 
posed of medical practitioners of gutstanding ability and 
reputation in all special departments, who shall organize, 
direct and control all professional matters, including the 
allocation of the medical duties of the officer selected for 
service. The decisions of the boar« shall be final, ex- 
cept for stated reasons of an administrative character 
satisfactory to the board of consultants. 

(6) This board of consultants should be appointed and 
assume their duties forthwith. 

(7) The first duty of this board shall be to formulate 
a general scheme of preparedness of the medical services. 

(8) The nursing service shall be auxiliary to and under 
the control of the Army Medical Corps. The allocation 
to duty of nursing sisters shall be under the control of 
the consulting board. 

(9) A course in military medicine should be inaugur- 
ated in each medical college in Canada. This course will 
include such subjects as medical history of recent wars, 
military sanitation and hygiene, military surgery, mili- 
tary medicine, military medical administration and 
organization. 

(10) The Dominion Government should be asked to 
provide scholarships in all Canadian medical faculties for 
the encouragement of advances in military medical 
science. 

(11) A separate competitive examination should be 
conducted by the Royal Canadian Army Medical Corps 
for graduates in medicine applying for admission into 
the Corps. 

(12) Successful candidates should be considered on 
probation for a period of one year while serving in the 
Corps. 

(13) At the expiration of their probationary year and 
before they are taken into the service permanently they 
be required to take a course of at least six months’ dura- 
tion in the Royal Army Medical College or some other 
institution approved by the Military Council. 

(4) That the Dominion Government make the neeées- 
sary arrangements with the British Government for the 
course referred to in the preceding clause, until such 
time as facilities for such training are available in 
Canada. 


One of the members, Lieutenant-Colonel Allan C. 
Rankin, representing the Faculty of Medicine of the 
University of Alberta, dissenting from the findings 
of his colleagues, has published some critical com- 
ments, which form a kind of minority report. Much 
of the criticism is directed toward the proposal to 
introduce regulations which would probably em- 
barrass the responsible officers of the service in the 
event of war. Objection is also taken to the am- 
biguity of expression contained in several of the para- 
graphs. The report was referred back to the com- 
mittee, with the instruction that no action be taken 
until a further report has been submitted to the an- 
nual meeting of the Canadian Medical Association. 
The Canadian Medical Association has just met at 
Halifax (July 5 to 8, 1921). In view of the steps. 
that are being taken in the Commonwealth in regard 
to the re-organization of the Australian Army Medi- 
cal Services, the views expressed at Halifax by those 
best qualified to express opinions on military medical 
administration and organization will be of consider- 
able importance to us, when they become available. 
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Abstracts trom Current Medical 
Literature, 


THERAPEUTICS. 


(68) Protein- Therapy. 

The results of the accidental and 
therapeutic introduction of foreign pro- 
teins and of certain salts into the 
bodies of man and other animals is 
discussed by F. Widal, Pierre Abrami 
and E. Brissaud in La Presse Medicale, 
March 5, 1921. Hemophilia, paroxys- 
mal hemoglobinuria, purpura,  urti- 
caria, migraine, asthma, typhoid and 
other infections have been successfully 
treated by the introduction of foreign 
proteins by oral, subcutaneous or in- 
travenous administration. Horse serum, 
human serum, peptone and whole blood 
have all been used with success in the 
treatment and prevention of hzemo- 
philia, purpura and paroxysmal hzemo- 
globinuria. Protein-therapy produces 
anaphylactic shock in an animal 
previously sensitized to a pro- 
tein. In an animal not previ- 
ously sensitized to a protein, protein- 
therapy produces’ shock, practically 
identical in its clinical manifestations 
with anaphylactic shock. Besredka 
showed that anaphylactic shock could 
be prevented (i.e., anti-anaphylaxis 
induced) in a _ sensitized animal, by 
giving small doses of the offending pro- 
tein (horse serum). Further, both hu- 
man and animal subjects can be pro- 
tected against protein anaphylaxis by 
the injection of non-specific substances, 
e.g., another protein, such as peptone, 
or sodium chloride, sodium carbonate, 
bile salts; lecithin, etc.. Peptone ad- 
ministered one hour before meals has 
prevented attacks of urticaria, mi- 
graine and asthma. These reactions 
depend on the modifications produced 
in the colloid equilibrium of the body 
fluids and are not specific. Desensi- 
tization has been produced in patients 
sensitive to milk, pollens and animal 
emanations, by repeated fractional 
doses of the causal substance. Intra- 
venous injection of a foreign protein 
suddenly alters the colloidal equilibrium 
of the body fluids and causes shock. 
Colloidal metals, given intravenously 
in :the treatment of infections, also 
cause shock by altering the colloidal 
state of the blood, and some crystalloids 
have been shown to produce the same 
effect. The favourable effects of pro- 
tein-therapy are said to be due to in- 
crease of phagocytic power of leuco- 
cytes, liberation of great quantities of 
antibodies or physical changes in the 
body fluids. The authors’ consider 
that the physical changes which take 
place, the agglutination of organisms 
with leucocytes, the concentration of 
leucocytes in visceral capillaries, with 
intense phagocytosis, and leucopenia, 
all due to the alteration in the colloid 
equilibrium of the blood, are sufficient 
to account for the therapeutic effect. 


(69) The Psychological Effects of 
Antipyretics. 
D. I. Macht and W. Bloom (Journ. 
Pharmacol. and Exper. Therap., Feb- 


number 





ruary, 1921) have employed a special 
maze for the observation of rats in 
order to determine the effect of anti- 
pyretic drugs on their general behaviour 
and memory habit. Albino rats were 
trained to find their way through a 
relatively simple maze to the central 
space in which food was placed. After 
the animals had learned to find the 
food without difficulty, the perform- 
ance was timed during three trials. An 
injection of the antipyretic drug in 
solution was then given and trials were 
made one half of an hour and four 
hours later. In addition observations 
were carried out in regard to the state 
of activity of the animals. The drugs 
administered were acetanilid, acet- 
phenetidin, phenyl salicylate, sodium 
salicylate, quinine sulphate, antipyrine 
and pyramidon. In the majority of 
experiments acetanilid caused a defin- 
ite depression, as evidenced by slow- 
ness of movement and an increased 
of errors. Antipyrine and 
pyramidon proved to be the most power- 
ful agents. Phenacetin caused less 
depression, while salol, sodium salicy- 
late and quinine sulphate caused pro- 
gressively less still. In certain experi- 
ments two antipyretics were given in 
combination or one antipyretic was 
given together with sodium bicarbon- 
ate. It was found that the combina- 
tion of two drugs produced less nar- 
cotic or depressant effect than that in- 
duced by the corresponding dose of 
either drug by itself. Lastly they were 
able to show that the addition of sodiur: 
bicarbonate lessened the depressant 
effect as compared with the same drugs 
given alone. In all instances the ani- 
mals recovered their normal activity 
after a short time. 


(70) Glucose in Heart Disease. 

The therapeutic action of hypertonic 
solutions of glucose injected intra- 
venously into patients suffering from 
acute and chronic heart failure is con- 
sidered by lL. Cheinisse (La Presse 
Médicale, April 2, 1921). These injec- 
tions are of value in heart failure as- 
sociated with acute infections and in 
the heart failure, with «edema, of 
chronic heart disease. In the one case 
the injection of glucose supplies energy 
to the heart muscle; in the other, in 
addition to this effect, the glucose 
causes a marked diuresis and thus alle- 
viates the cedema. The intravenous 
use of glucose is not intended to re- 
place the use of digitalis when that 
drug is indicated, but glucose may be 
usefully employed to supplement the 
action of digitalis and it has had a 
favourable influence when digitalis has 
failed. The main contra-indications 
are chronic nephritis of the azotzemic 
type and cerebral arterio-sclerosis. The 
mechanism of the action of glucose is 
thought to be either that it supplies 
energy to the myocardium when the 
blood contains an insufficient amount 
of glucose, or that it alters the osmotic 
pressure of the _ blood. The latter 
theory is supported by some on the 
grounds that other salts besides glu- 
cose have a beneficial effect in similar 
cases and that the hypertonic element 
of the solution is the important factor. 





The author is of the opinion — that 
neither of these theories fully explains 
the action of glucose in such conditions. 


(71) Chaulmoogra Oil. 

The use of chaulmoogra oil in the 
treatment of leprosy has been recorded 
since the year 1596. W. Culpepper 
and M. Ableson have published results 
of experiments which they designed to 
ascertain the effect of chaulmoogra oil 
on tubercle bacilli and on tuberculous 
guinea-pigs (Journ. of Lab. and Clin. 
Medicine, May, 1921). They inoculated 
24 guinea-pigs with virulent tubercle 
bacilli and, retaining twelve of these 
pigs as controls, injected varying doses 
of the acid sodium salt of chaulmoogra 
oil into the peritoneum of the remain- 
ing twelve pigs. They found that 17 
solutions of the soluble acid sodium salt 
of the four acid fractions of chaul- 
moogra oil were the most active and 
least irritating. All the pigs treated 
gained in weight and only one died. Of 
the twelve pigs not treated, all lost 
weight and eleven died. The authors 
found that the acid sodium salt of 
chaulmoogra oil has a specific bacteri- 
cidal action on tubercle bacilli in a di- 
lution of 1 in 10,000. 


(72) Urinary Antiseptics. 

E. G. Davis (Amer. Journ. of the 
Medical Sciences, February, 1921) re- 
cords the results of the investigation of 
204 aniline dyes, which was made for 
the purpose of discovering an _ ideal 
urinary antiseptic. Urotropin is not 
ideal for this purpose, because of its 
frequent inefficacy in alkaline urine. It 
has been recently demonstrated that 
chlor-mercury-fluorescin (an organo- 
mercury phthalein derivative) ap- 
proaches the ideal when employed in- 
travenously in dogs and rabbits in 
doses of 5 mgm.. The ideal antiseptic 
should be non-toxic, excreted by the 
kidneys and antiseptic in acid or alka- 
line urine. Acriflavine and proflavine 
are antiseptic in doses of 5 mgm. to 
each kilogram in rabbits, whose urine 
is normally alkaline, but not in dogs, 
whose urine is acid.. The following ex- 
periments were made with aniline dyes. 
The antiseptic action of 204 dyes 
against B. coli, Staphylococcus aureus 
and Staphylococcus albus growing on 
agar was tested. With 44 dyes the re- 
sults were good, but B. coli survived 
frequently. These 44 dyes were tested 
against the same organisms in alkaline 
and acid urine; 24 prevented the growth 
of B. coli and other organisms in urine 
in a dilution of 1 per 1,000. The 24 
dyes were injected intravenously and 
their toxicity and the amount excreted 
by the kidneys were estimated. There 
were 13 dyes which were antiseptic in 
urine (in vitro), excreted by the kid- 
neys after intravenous administration 
and non-toxic in moderate doses (about 
20 mgm. in each kilo.). None of the 
above dyes had a definite antiseptic 
action on the urine after intravenous 
administration, except acriflavine and 
proflavine. The authors conclude that 
there is a hope of a dye being syn- 
thetized which will have ideal antisep- 
tic properties on the urine after intra- 
venous administration and that the tri- 
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phenylmethane, xanthone. acridin and 
azin groups give most promise of value. 


UROLOGY. 
(73) The Mortality of Prostatectomy. 
Cc. K. Smith (South-West Journ. Med. 
and Surg., January, 1921) has re- 
viewed the factors which contribute to 
a lessening of the mortality of pros- 


tatectomy. Pre-operative study and 
preparation is all-important. In the 
preliminary examination cystoscopy 


should not be omitted, unless the con- 
dition of the patient is low from mani- 
fest renal failure or unless the en- 
larged gland is inflamed. By routine 
cystoscopy the presence of calculus or 
new growth in the bladder is discovered 
and the vesico-urethral contour of the 
prostate may be studied. Where much 
sepsis of the bladder exists preliminary 
cystostomy is essential. In regard to 
lowered renal efficiency, general sur- 
geons should not consider the routine 
adoption of the two-stage operation as 
a guarantee of safety. Preliminary 
cystostomy in cases of severe renal 
failure is dangerous as an initial step. 
The in-dwelling catheter is a_ less 
dangerous preliminary measure. De- 
pression of the renal function follows 
any decompression measure; but if the 
patient surmounts this depression, the 
functional level rises again and be- 
comes stabilized. Not until this’ stabili- 
zation is reached may the enucleation 
safely be performed in bad cases. On 
an average, stabilization is established 
in from eight to twelve days. After 
this period the ensuing prostatectomy 
is followed by less disturbance than the 
cystostomy. There should be no rou- 
tine ‘method of pre-operative treatment. 
Each case is a separate and distinct 
problem. The actual factors requiring 
study are the blood pressure variations, 
the phthalein output, the blood urea 
eontent and the patient’s general con- 
dition. As regards choice of approach, 
the perineal method has a slightly 
lower mortality in the _ specialist’s 
hands, but the functional result is dis- 
tinctly poorer than with supra-pubic 
prostatectomy. Post-operative hmor- 
rhage should be guarded against by 
using the Hagner bag or by exact su- 
ture of bleeding points. Post-operative 
pyelonephritis is more likely to occur 
in uninfected cases when there has 
been back-pressure for some time. This 
complication may supervene, even after 
the patient has left hospital. 


(74) Epididymitis Following Muscular 
Strain. 

Cc. W. Cathcart (Edin. Med. Journal, 
March, 1921) discusses the mechanism 
by which inflammation of the epididy- 
mis and testicle may follow severe 
strain of the abdominal muscles. He 
quotes fourteen cases, in most of which 
the scrotal swelling followed quickly 
on the muscular strain. The “patient 
has either lifted a very heavy. weight 
(with his arms or'on his back). or. has 
carried out some quick recovering or 
twisting movement. He “feels some- 


thing give way” in one groin and’ soon 
experiences severe pain in the same 


gan. 





region. The testicle swells quickly and 
in some cases blood may trickle from 
the urethra and later on a urethral dis- 
charge may appear. 
that the lesion is, in the majority of 
cases, a torsion of the testicle or cord, 
induced by the strain on the internal 
oblique muscle, which is communicated 
to the cremaster. 
lar action of the latter muscle is there- 
by excited. Many years ago Hilton de- 
scribed rupture of the vas deferens on 
the side wall of the pelvis, arising from 
violent strain of the abdominal wall, 
and ‘followed by inflammation of the 
testicle, as well as bleeding from the 
urethra. Cathcart considers this as a 


Cathcart believes 


Vigorous and irregu- 


possible cause but regards torsion as 


more likely in the majority of cases. 


Severe abdominal strain is more likely 


to affect an imperfectly descended (in- 


guinal) testis, but the violent cremas- 
teric contraction may quite easily 
cause torsion in a fully descended or- 
The result of acute epididy- 
mitis and orchitis thus produced is 
(1) atrophy or (2) the stimulation into 
activity of a latent focus of tubercu- 
losis, or the production of conditions 
suitable for the development of a new 
focus. 


(75) Suction Apparatus After 
Prostatectomy. 

C. W. Bethune (Urol. and Cutan. Re- 
view, February, 1921) describes a pump 
apparatus of his own invention which, 
it is claimed, works more satisfactorily 
and entails less trouble in supervision 
than other recent models of pumps for 
suprapubic suction. Two bottles are 
placed, cork to cork, in a vertical frame 
which swings on a ‘horizontal axis, so 
that when the top bottle is empty of 
fluid (in eight hours), it is only neces- 
sary to rotate the frame, when the now 
full bottom bottle becomes the top one 
and continues the pump action. As 
water drops from the top to the bottom 
bottle through a connecting tube, a 
negative pressure is formed above the 
fluid in the top bottle. This negative 
pressure is transmitted by another tube 
to a third bottle, slung from the bed, 
which collects the urine. For insertion 
into ‘the bladder, L-shaped tubes are 
used, so that they may rest without 
fixation on the top of the suprapubic 
tube at first and later on the surface 
of the suprapubic fistula. 


(76) Remote Results After 
Prostatectomy. 

A. Pousson (Journal d’Urologie Méd. 
et Chir., October, 1920) gives the re- 
sults of his enquiry into the remote re- 
sults of both’ suprapubic and perineal 
prostatectomy. This report was made 
to the Association Francaise d’Urologie 
and had for its purpose a comparison 
of the ultimate results in the two rival 
methods. Suprapubic prostatectomy 
removes all the supra-montanal ure- 
thra, which is replaced by a wide tun- 
nel with smooth, regular walls, The 
sub-montanal urethra is entirely con- 
served, with its verumontanum and 
ejaculatory ducts. Perineal prostatec- 
tomy conserves the whole posterior 
urethra. The walls of the posterior 
urethra tend, however, to become 











thrown into folds,--as they are now 
redundant and poorly supported. These 
folds constitute an obstacle, both to 
urination and instrumentation. Fistula 
is undoubtedly more common after the 
perineal operation and may unfortu- 
nately involve the rectum, as well as‘ 
the bladder. Calculi rarely form in’ the 
cavity left after the enucleation. They 
are more commonly observed after 
suprapubic prostatectonfy. Trve incon- 
tinence after prostatectomy is rare 
nowadays. Sphincteric weakness may 
occur. It is commoner after the peri- 
neal operation. Complete evacuation 
of the bladder is commoner after the 
high than after the low operation. True 
relapses do not occur after either op- 
eration. False relapses are due either’ 
to the growth of a small adenoma left 
behind or to malignant degeneration in 
the remaining prostatic capsule. It is 
now known that only the adenomata 
are removed in prostatectomy and that’ 
compressed, but perhaps useful glandu- 
lar tissue, is left behind. The genital 
functions, which are so much under 
the influence of the internal and ex- 
ternal prostatic secretions, may thus 
be undisturbed. The ejaculatory ducts 
and the zone around them, containing 
nerves important in erection, are also 
situated below and behind the adenoma- 
tous area. The genital functions are 
therefore less likely to be disturbed 
after suprapubic than after perineal 
prostatectomy. Incision from. below 
cuts into true prostatic tissue, but 
Young’s conservative operation helps 
the surgeon to avoid the zone of the 
ejaculatory ducts. 


(77) Pyelography. 

J. A. C. Colston (Journal of Urology, 
January, 1921) confirms the value of 
pyelography in the diagnosis of renal 
neoplasms, by illustrating good _ re- 
sults in three such cases. The tech- 
nique of pyelography has both been 
simplified and put on a safe basis. 
Pyelography should only be employed 
when a definite diagnosis cannot be 
made without it. This especially ap- 
plies to obscure cases of renal hema- 
turia, where perhaps a malignant tu- 
mour is present, but is small. Even if 
the tumour is too small to be palpable, 
some encroachment on the renal pelvis 
will be disclosed by a carefully made 
pyelogram. Differentiation of the type 
of tumour is impossible, but hyper- 
nephroma is by far the commonest 
type. In one of the cases the opaque 
solution was seen as a strip running 
along the lower wall of the pelvis into 
the lower calyces. The operation speci- 
men showed that the upper and middle 
sets of calyces were encroached upon. 
The confirmation of the pyelogram was 
equally striking in each of the two re- 
maining cases. The diagnosis of renal 
tumours should be made very early, in 
order to secure lasting good from 
nephrectomy. Hematuria is not re- 
garded seriously enough by practition- 
ers and attempts at diagnosis of the 
origin of the bleeding are too often 
made __half-heartedly. Unfortunately, 
the hemorrhage from a kidney often 
completely ceases on rest in bed, thus 
deceiving. both doctor and patient. 
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British Medical Association News. 


SCIENTIFIC. 


A meeting of the Victorian Branch was held at the Medical 
Society Hall, East Melbourne, on May 4,-1921, Mr. G. A. 
Syme in the chair. An apology for non-attendance was read 
from Mr. Basil Kilvington, the President, who was indisposed. 

Dr. J. F. Wilkinson read a paper entitled “The Clinical 
Significance of Absent Hydrochloric Acid in the Gastric 
Contents” (see The Medical Journal oj Australia, August 6, 
1921, page 93). 

Dr. A. V. M. Anderson, in opening the discussion, ex- 
pressed the indebtedness of the meeting to Dr. Wilkinson 
for his highly interesting exposition of a subject upon 
which he was so well qualified to speak. He was fully in 
accord with Dr. Wilkinson regarding the necessity for ex- 
amination of the gastric contents. It frequently happened 
that the gastric secretion of a patient who might be expected 
to exhibit hyperchlorhydria, was found to have a diminished 
amount of hydrochloric acid, or none at all, or vice versa. 
The only way to ascertain the point definitely was by exam- 
ination of a test meal. It appeared that absence of hydro- 
chloric acid was not now regarded as so significant of malig- 
nant disease as formerly. In the records of the Mayo Clinic, 
Pilcher had given an account of a survey-:-of 4,000 cases, 
including 271 in which absence of hydrochloric acid and 
presence of occult blood in the fzces were discovered in 
conditions other than malignant disease. The same observer 
found streptococci in 120 out of 150 specimens of gastric 
contents in which hydrochloric acid was absent; he inter- 
preted the finding as indicative of the important antiseptic 
function of the normal hydrochloric acid content of the 
gastric secretion. Pilcher had also drawn attention to the 
fact that a large number of cases of so-called atrophic gas- 
tritis were eventually demonstrated as dependent on lesions 
of the gall bladder or appendix and that when the source 
of trouble in these situations was removed there was a 
return to normal of the hydrochloric acid in the gastric 
secretion. The suppression of hydrochloric acid in such in- 
stances would therefore appear to be a refiex neurotic dis- 
turbance. It was to be remembered that if achlorhydria 
persisted for a lengthy period, changes supervened in the 
gastric mucosa which were irremediable. 

With reference to the possible significance of achlorhydria 
in the development of pernicious anemia, Dr. Anderson 
quoted the case of a lady whom he had seen with Dr. Wilk- 
inson and in whom were exhibited all the signs of pernicious 
anemia. Arsenic had effected no improvement, but the 
addition of hydrochloric acid had led to great improvement 
and for a time the patient had seemed to have recovered. 
She had maintained a good measure of health for a much 
longer period than the usual remission in pernicious anemia, 
but subsequently had relapsed and died. 

In conclusion, Dr. Anderson paid a tribute to the impetus 
given to gastric study by Dr. Wilkinson. 

Dr. Konrad Hiller said that he recognized the absolute 
necessity for test meal examination in any case of digestive 
disturbance. He had frequently been taken aback by the 
conditions disclosed by test meal analysis. He had always 
regarded the practice of giving a preliminary breakfast of 
known and easily recognizable food substances as a gpod 
one, in that information might thus be gained of stomach 
motility and delay in emptying. In this respect, of course, 
an X-ray examination helped very materially. 

Dr. Hiller suggested that nervous influences might occa- 
sionally alter the character of the gastric secretion, 
especially when a patient was in dread of the procedure of 
withdrawing the test meal. It might happen that the ab- 
sence of hydrochloric acid would be shown under these 
conditions, when there was no actual achlorhydria. He in- 
stanced the case of a female patient, who was considered 
to be neurasthenic and to be suffering from hyperacidity. 
With the administration of alkalis she improved for a time, 
then relapsed and lost weight. A test meal examination 
at this stage revealed the absence of hydrochloric acid, but 
when the patient was given hydrochloric acid medicinally 
she became worse and eventually refused to take it. A 
reversion to alkalis was again followed by improvement. 
It appeared that in this particular instance the condition 
was really one of hyperacidity and that the achlorhydria of 
the test meal was the result of a nervous inhibition, 





Dr. Wilkinson had laid some stress on apical dental infec- 
tions in discussing the part played by septic conditions of 
the mouth and teeth, but he (Dr. Hiller) was inclined to 
attribute the chief réle in the production of gastric disorder 
to pyorrhea alveolaris. In the latter condition there was a 
constant swallowing of directly infective material. It seemed 
that apical infections could only operate by inducing a gen- 
eral anemia, which adversely affected all secretions, includ- 
ing that of the stomach. 

Dr. K. Stuart Cross said that, @ propos of Dr. Wilkinson’s 
statement that pain was not a symptom of chronic gastritis, 
it might be of interest to recall the dictum of W. J. Mayo, 
founded on the study of a large number of cases in which 
there was suspicion of gastric pathology, that only one 
patient in ten with gastric symptoms had a gastric lesion. 
In more recent figures from the Mayo Clinic, also running 
into thousands, the proportion of actual gastric lesions 
among patients with dyspeptic symptoms appeared to be 
about 1 in 8. It was a common experience in radiological 
work with patients exhibiting, together with pain or dis- 
comfort, such definite symptoms as occult blood in the 
feces, hematemesis or absence of hydrochloric acid, to find 
no evidence of any organic lesion. 

With reference to the retention in the stomach of a small 
amount of barium for a long period of time, Dr. Cross 
pointed out that when the patient, after radiological ex- 
amination, resumed eating with a small barium residue in 
the stomach, the latter might persist for days. Nothing less 
than a one-eight or one-quarter residue at the end of six 
hours, without food in the interval. should be accepted as 
evidence of delay due to an organic lesion. 

Dr. Ivan Maxwell expressed the opinion that the hydro- 
chloric acid of the gastric juice probably had as one of its 
sources of origin the interaction of sodium chloride and acid 
sodium phosphate of the blood. NaH,PO, + NaCl = 
Na,HPO, + HCl. The dibasic phosphate was a causative 
factor of the alkaline tide in the urine after meals. He 
asked if Dr. Wilkinson had any figures relating to gastric 
acidity in cases of diabetic acidosis. In an attempt on the 
part of the body to maintain the neutrality of the blood it 
might be expected that an excess of acid would be secreted 
into the stomach and therefore gastric analysis might show 
hyperchlorhydria. 

Dr. Maxwell asked whether the absence of free hydro- 
chloric acid in cases of gastric carcinoma might not. be 
due in some cases at least .to the acid combining with albu- 
min, which had been shown to be present in cases of malig- 
nant disease of the stomach. Thus, although free hydro- 
chloric acid might be absent, the combined hydrochloric acid 
might be normal or increased. 

Dr. H. V. Cantor asked for an expression of opinion re- 
garding chronicity in pernicious anemia. He quoted details 
of two cases which he regarded as pernicious anemia of 
some years’ duration. 

Dr. H. Douglas Stephens asked if, in the cases to which 
Dr. Wilkinson had referred as probably congenital absence 
of hydrochloric acid, there were any record of the symptoms 
and general condition of these patients in infancy or child- 
hood, or any manifestations which might enable the diag- 
nosis to be made at that early period. 

Mr. G. A. Syme expressed his appreciation of Dr. Wilkin- 
son’s paper, which was founded on a large personal experi- 
ence and carefully drawn deductions. As a surgeon, he had 
frequently had to deal with cases in which gastric analysis 
had been carried out. He had been impressed with its 
value in arriving at a correct diagnosis. Of late years there 
had been a tendency to discredit test meal work and to 
rely more and more upon X-ray examination in the investi- 
gation of gastric disorders. Indeed, he had often heard the 
opinion expressed that gastric analysis was of no value; 
but he, himself, was convinced that it was of value. In 
every case they were bound to consider the totality of the 
signs and symptoms; it might well be that the result of the 
test meal examination would be the deciding factor. 

Mr. Syme emphasized the necessity for continued medical 
and dietetic supervision after surgical measures for digestive 
disorders; it was a great imistake to allow the patient to 
think that the operative treatment obviated all necessity for 
subsequent care and medical’.treatment. 

Dr. Wilkinson, in reply, ‘expressed his gratitude for the 
appreciative remarks of the various speakers. He stated 
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that he had not attempted to cover the whole range of the 
subject. His object had been to give them facts of which 
he was convinced by his own clinical experience and to avoid 
the more abstruse aspects of the question. 

Dr. Anderson had emphasized the importance of testing 
for pepsin in the gastric contents; but it could be taken that 
pepsin was always present if there were a reaction for free 
hydrochloric acid. In conditions of hyperacidity, however, 
the efficiency of peptic digestion was impaired and when 
hydrochloric acid was absent or deficient it was very neces- 
sary to determine if pepsin were present. 

He had no actual records of congenital cases of hypo- 
or achlorhydria, but occasionaly he met with patients in 
whom it was difficult to account for the condition in any 
other way than by assuming that it was a congenital defect. 

Many patients in whom hydrochloric acid was found to be 
absent from the gastric contents exhibited no symptoms; 
but it did not follow that symptoms would never supervene; 
he had put before them the view that persistent absence of 
hydrochloric acid might be a factor in the development of 
pernicious anzemia. 

The discovery of absence of hydrochloric acid, like that 
of albuminuria, should set them thinking. It might be the 
starting point for the elucidation of various important facts. 

Dr. Cantor had asked a question relative to the chronicity 
of pernicious anemia and had instanced two cases of many 
years’ duration. Having regard to the very long history of 
those two cases, he (Dr. Wilkinson) was much inclined to 
question the correctness of the diagnosis. The longest dura- 
tion of pernicious anemia in his expérience was four to five 
years; in that particular instance remissions alternated with 
periods of depression. The patient was continuously under 
treatment, but never attained a normal blood picture. 

After all, pernicious anzemia was only a clinical entity; 
there must be an underlying cause. Strictly speaking, all 
that could be said in a given case was that there was an 
anemia of a pernicious type and that the cause must be 
sought for in possible malignant disease, intestinal para- 
sites, septic or chemical poisoning. To these he would add 
persistent absence of hydrochloric acid as a possible factor 
underlying a chronic poisoning, which eventually culminated 
in “pernicious” anzemia. 

Dr. Hiller’s suggestion that the gastric secretion might be 
modified in the direction of absence of hydrochloric acid by 
extreme nervousness was possible, but, in his opinion, it 
Was a very rare occurrence. Only twice in the course of 
8,000 test meal examinations had he had reason to think 
that the procedure itself had led. to such nervousness on 
the part of the patient as to affect the gastric secretion. 

He quite agreed with Dr. Hiller that in apical dental 
lesions the same direct infection of the gastric mucous 
membrane did not occur as with pyorrhea alveolaris. Never- 
theless, these septic foci were potent factors in under- 
mining the general resistance and when an X-ray photo- 
graph disclosed apical sepsis, he would alweys want the 
affected tooth extracted. 

The figures quoted by Dr. Cross bore out what he had said 
regarding the frequency of extra-gastric causes operating 
to produce dyspeptic symptoms, Pain especially was an indi- 
cation of something more than a simple gastritis. There 
had been a tendency in recent years to discredit test meal 
examination, but he was convinced of its value in diagnosis 
and treatment. Interest in the subject had been greatly 
revived by workers in America, who had devised the means 
for fractional test meal examinations and for investigation 
of the duodenal contents. How much of clinical value would 


emerge from the mass of very recent work it was difficult 
to anticipate, but, from long experience, he was convinced 

- that test meal work could not be neglected if gastric dis- 
orders were to be treated with satisfactory results. 








MEDICO-POLITICAL. 





A meeting of the Victorian Branch was held in the 
Pathological Lecture Room of the Melbourne Hospital on 
August 3, 1921, Mr. Basil Kilvington, the President, in the 
chair. 

Mr. C. H. Mollison moved that Rule 11 of the Victorian 
Branch be amended by the addition at the end of the second 
paragraph of the following words: 


The Melbourne Division shall elect three represen- 
tatives. 

The paragraph provided ‘for the election by each Division 
or group of Divisions as determined by the Council of one 
representative on the Council for the ensuing year. Dr. 
Mollison pointed out that the Melbourne Division comprised 
a large number of members and it was desirable that it 
should have adequate representation on the Council. 

The motion was seconded by Dr. J. A. Dunbar Hooper and 
carried unanimously. 

Dr. C. H. Mollison further moved that the last paragraph 
of Rule 11, which reads as follows: 

Every member whose address is registered for the 
time being in the books of the Association as at a place 
situate within the area of any Division shall, ipso facto, 
be an ordinary member of that Division and of no other. 

should be deleted and that the following be substituted: 

Every member shall be an ordinary member of that 
Division in which he conducts his practice, provided 
that where a member has consulting rooms in both city 
and suburban areas, he shall be included in the suburban 
area. 

In ‘any case of doubt the Council shall decide in what 
Division a member shall be placed. 

The motion was seconded by Dr. J. W. Dunbar Hooper and 


carried. 


Miss Barbara Grendon Wood, M.B., B.S., 1921 (Univ. Melb.), 
East Kew, has been elected a member of the Victorian 


Branch. 


TRANSACTIONS OF THE VICTORIAN BRANCH. 





The following information is published at the request of 
the Council of the Victorian Branch for the information of 
the members of that Branch. 


Military Training of Medical Students. 

A letter was sent to the Secretary of the Medical Students 
Society, supporting the views of that body that medical 
students should do their military service with the University 
Rifles as hitherto; alternatively, that, if they should be 
exempted from service in their fourth and fifth years, they 
should serve with the Australian Army Medical Corps after 
graduation. A letter to this effect was also forwarded to 
the Faculty of Medicine. 


Section of Preventive Medicine. 
Arrangements were made for the holding of the Branch 
meeting in September in conjunction with the Section of 
Preventive Medicine, when the subject of tuberculosis will 
be discussed; medical members of the Public Health Associa- 
tion of Australasia attending the annual meeting in Mel- 
bourne will be invited to be present. 


War Memorial Fund. 

Dr. J. W. Dunbar Hooper reported that contributions to 
the War Memorial Fund had reached the sum of £260 and 
that the Returned Medical Officers’ Association had voted 
£50 to the Fund. 

Lodge Practice. 

The action of the Interpretation Committee was con- 
firmed. It had met in conference representatives of 
a number of friendly societies and had insisted that medi- 
cal officers had the right to refuse to take transferred mem- 
bers on their lists. It was agreed to ask members not to 
exercise this right when the only objection was in con- 
nexion with the income of a member whose rights had 
already been secured by the Wasley award. 


Ethical Matters. 
A number of ethical questions were considered: 
(i.) The position of a medical practitioner who attends 
a patient in the event of the midwife engaged not being 
registered under the Act. The decision was deferred 
until after an interview with the Chairman of the mid- 


wives’ Board. 





(ii.) In cases of familial infection, such as syphilis, - 
advice was given that when the husband or wife does 
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not facilitate investigation of collaterals, the medical 
officer cannot warn the family of the infection. The 
family must be approached through the infected patient. 


Conference on Venereal Diseases. 

Dr. Fay Maclure was appointed a representative of the 
Victorian Branch of the British Medical Association at a 
conference on venereal diseases convened by the Minister for 
Health for the Commonwealth. 


Scientific Meetings. 

Owing to the increasing attendance at the meetings of 
the Branch, it was decided to hold the monthly meetings for 
the remainder of the year in the Pathological Lecture Room 
at the Melbourne Hospital. 


_ 
—_ 


Naval and Military, 


It has been announced that the office of Principal Medi- 
cal Officer in each Military District in the Commonwealth 
is abolished. The following have been appointed Deputy 
Directors of Medical Services: 

First Military District: Colonel 
Marks, C.B.E., D.S.O.. 

Second Military District: 
* Maguire, D.S.O.. 

Third Military District: Colonel Rupert Major Downes, 
C.M.G.. 

Fourth Military District: Lieutenant-Colonel Samuel Roy 
Burston, C.B.E., D.S.O. (with honorary rank of 
Colonel). 

Fifth Military District: Colonel George Walter Barber, 
C.B., C.M.G., D.S.O.. 

Sixth Military District: 
Giblin, C.B., V.D.. 

Colonel Giblin is the senior officer of the group, having 
received his first commission on April 9, 1896, in the ist 
Battalion of the Tasmanian Infantry Regiment. Colonel 
Barber received his first commission as Lieutenant on the 
Medical Staff in the Colony of Western Australia in Sep- 
tember, 1900. Colonel Downes was appointed to the Aus- 





Alexander Hammett 


Colonel Frederick Arthur 


Colonel Wilfred Wannostrocht 


tralian Army Medical Corps in July, 1908. Colonel 
Maguire was commissioned as Captain in the Aus- 
tralian Army Medical Corps in September, 1912, and 


Colonel Burston received his captaincy one month later. 
All six officers have distinguished active service,in the field 
with the Australian Imperial Force to their credit. 


Obituary. 


LEONARD WATKINS BICKLE. 











The news of the death of Leonard Watkins Bickle on 
June 28, 1921, which was recorded in our issue of July 2, 
1921, occasioned much deep regret among the members of 
the profession both in Adelaide and in Sydney. 

Leonard Watkins Bickle was born at St. Leonards in 
Sussex, England, on September 10, 1857. He studied medi- 
cine at St. Thomas’s Hospital in London and in the year 
1881 he obtained the diplomas of the Conjoint Board of the 
Royal Colleges of Physicians and Surgeons. He served 
as House Physician at St. Thomas’s Hospital for a year 
and was then appointed to the resident staff of Queen 
Charlotte’s Hospita! in the Marylebone Road. 

In 1884 he came to South Australia and settled in Gaw- 
ler, where he practised for a short time. Two years later 
he moved on to Mount Barker, where he achieved consider- 
able success during ten years. In 1910 he attended the 
Indian Medical Congress at Calcutta as a representative 
of the South Australian Branch of the British Medical As- 
sociation. At the same time he held an honorary com- 
mission from the South Australian Government to in- 
vestigate and report upon certain matters in connexion 
with hospitals and sanitation. Returning to South Aus- 
tralia in 1897, he moved to Adelaide. He was attached 


to the Adelaide Hospital for a period of about five years. 
During the early years of the present century he con- 
_ ducted a private practice in Adelaide and was assiduous in 
his attendance at the meetings of the South Australian 





Branch of the British Medical Association. He retired from 
practice in 1913. 

On April 29, 1897, Leonard Watkins Bickle obtained a 
commission as Lieutenant on the Medical Staff of the South 
Australian Militia. He rose to the rank of Major in due 
course and in 1913 retired with the rank of Honorary Lieuten- 
ant-Colonel from the Australian Army Medical Corps. At 
the outbreak of war he volunteered for active service and 
was accepted as a Lieutenant-Colonel in the Army Medica! 
Corps of the Australian Imperial Force on November 2, 
1915. He was detailed for duty on various transports and 
on the hospital ship Kanowna. In 1917 he returned to Syd- 
ney, where he occupied himself with one or two commercial 
concerns. He had a very large circle of friends in almost 
every State of the Commonwealth. In his practice he 
attached great importance to the pharmacological action 
of drugs and combinations of drugs and was very success- 
ful in the treatment of minor conditions which are so 
important to the patients and which are frequently neglected 
by modern practitioners. During the past year or more 
his health began to decline. His final illness was of short 
duration. He is survived by one son, his wife and daughter 
having predeceased him. - 





WILLIAM RUDOLPH CLAY. 





It is with great regret that we have to record the death 
of Dr. William Rudolph Clay, of Sydney, which took place 
on July 13, 1921. 

William Rudolph Clay was born on March 13, 1864. He 
was the son of a medical practitioner and clergyman, a resi- 
dent of Manly, near Sydney. William Rudolph Clay was 
born in Hampshire, in England. He went to school in 
Sydney, but returned to England for his technical educa- 
tion in medicine. He studied at the Middlesex Hospital 
and at the age of 22 years he took the double qualification 
of the Royal Colleges of Surgeons and Physicians. Immedi- 
ately after qualifying he returned to New South Wales, 
where he arrived in October, 1886. In the following year he 
was appointed resident surgeon at the Sydney Hospital and 
later City Health Officer under the Board of Health. In 
1888 he married the eldest daughter of the late James 
Hester, a medical practitioner of Sydney, and step-daughter 
of the late Thomas Francis Waller, some-time Harbour 
Trust Commissioner. In the following year he started prac- 
tice at Rockdale, near Sydney, and remained at that place 
for a period of five years. Both at Rockdale and at Arn- 
cliffe, where he worked for about eight years, he was emin- 
ently successful as a sound and resourceful general prac- 
titioner. In 1902 he disposed of his practice at Arncliffe 
and journeyed to Europe for a time. On his return he again 
started practice at Hornsby. His ability as a family medical 
adviser of the old type, his popularity among both patients 
and colleagues and his straight-forward and honourable 
bearing stood him in good stead during his third start. His 
health, however, was not good and in 1911 he was again 
forced to relinquish practice. An extended holiday in 
Europe benefited him to a considerable extent and on his 
return to New South Wales he was again well enough to 
enter private practice for a fourth time. When war broke 
out, he applied for a commission in the Australian Imperial 
Force and on September 9, 1915, he was gazetted Honorary 
Captain in the Australian Military Forces and Captain in 
the Australian Imperial Force. He was attached to the 
Transport Service and on September 28, 1916, he was ap- 
pointed to the temporary rank of Major. Throughout the 
whole period of the war he worked strenuously and steadily 
on board various troop ships. His excellent work and his 
keen sense of duty gained for him the trust and approval 
of those holding superior rank and the admiration and con- 
fidence of those for whose welfare he was reSponsible. His 
wife died while he was on active service abroad. At the 
conclusion of hostilities he decided to relinquish general 
practice. He was at first engaged in work for the Repatria- 
tion Department. At a later date he acted as ships’ surgeon 
on board various ships on the Australian and China trades. 

For several years he suffered from a heart affection which 
caused him much distress. The immediate cause of his death 
was angina pectoris. His death has caused wide-spread ex- 
pressions of regret. The sympathy of a large number of his 
colleagues is extended to his three daughters and two sons. 
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BRYAN ALOYSIUS VEECH. 





Bryan Aloysius Veech, whose death was recorded in our 
issue of July 30, 1921, was the son of Mr. and Mrs. Bernard 
Veech. He was born in Wellington, New South Wales, in 
April, 1893. He was educated at St. Ignatius College, River- 
view. As a school boy he showed great promise both as a 
scholar and as a sportsman. His popularity among his 
comrades was considerable and increased as time went on. 
He became captain of the College football team. He was a 
good oarsman and for two years stroked the College eights. 
In the year 1911 he entered the Medical School of the Syd- 
ney University and went into residence at St. John’s Col- 
lege. The same popularity that had marked his school 
days attended him as a medical student. In 1916 he took his 
degrees in medicine and surgery and almost immediately he 
was appointed to a resident position on the staff of St. 
Vincent’s Hospital, Sydney. On January 17, 1918, he en- 
listed as Captain in the Australian Imperial Force and was 
sent overseas. His service in the Australian Army Medical 
Corps was distinguished and his personal qualities gained 
him the affection of his colleagues on active service and of 
those for whose welfare he was responsible. He returned 
to Australia in 1919. He married and started in private 
practice at Canowindra in New South Wales. Here he 
built up a very considerable practice in a short space 
of time. He was beloved by his patients and gained their 
full confidence. Soon after his return from active service 
he began to lose weight. It was obvious to his friends 
that the state of his health was very unsatisfactory. It 
was, however, not until the end of April or the beginning 
of May that the seriousness of his illness was recognized. 
The news of his death, which took place on July 23, 1921, 
came as a complete surprise to the great majority of his 
old school and university friends and caused them deep 
regret. 

“Dr. C. B. Howse writes: 

I cannot let Bryan Veech’s very sad death pass by 
without a few words from a colleague practising in an 
adjoining town, who knew of his work in Canowindra 
perhaps better than anyone else. I have only known 
him about two years and he was of such a lovable 
disposition that he must have had hundreds of friends 
who knew him personally better than I did and could 
speak of his work in Sydney and at the war. But of 
his work in Canowindra I can speak with knowledge 
and I have nothing but good to say of it. He took a 
tremendous interest in his patients and did everything 
in his power to get them out of their troubles and he 
knew what he was doing, with the result that they 
trusted him completely -and loved him. I am quite 
sure that he would have gone to the top in his profes- 
sion and it is a terribly sad thing for his wife and 
relatives and friends to lose a man like Bryan Veech 
when all seemed well and the promise was there. I am 
just writing these few words to let them know what 
his colleagues thought of him and also to tell them 
that our sympathies are theirs. 


_s 
<—_ 


THE PREVENTION AND CONTROL OF VENEREAL 
DISEASES. 








A conference will be held in Melbourne on September 5 
to 7, 1921, at the instance of the Minister of Health for the 
Commonwealth, for the purpose of a discussion on the effec- 
tiveness of the present system of legislation, of administra- 
tive measures and of clinical methods in preventing and 
controlling venereal diseases in the Commonwealth. It is 
held that sufficient experience has been gained since the 
introduction of the Acts providing for the compulsory noti- 
fication and treatment of venereal infections to enable the 
authorities and the medical profession to arrive at a tenta- 
tive conclusion as to their value and to suggest means for 
the improvement of the legislation or administrative meas- 
ures. Invitations have been issued to the chief executive 
officer of each of the State Health Departments, to the Com- 
missioner for Venereal Diseases in New South Wales and 
South Australia, to the six Branches of the British Medical 
Association to nominate one representative each, to the 
women members of the medical staff of the Queen Victorian 


| 





Hospital venereal diseases clinic in Melbourne to nominate 
one representative,-to Dr. W. A. Sawyer,, Director of the 
Australian Hookworm Campaign and Dr. Lanza, industrial 
hygienist of the International Health Board of the Rocke- 
feller Foundation, to Sir Harry Allen, Dean of the Medical 
Faculty of the University of Melbourne, and to Dr. Alan 
Walker, of the University of Sydney, and to Dr. Eustace 
Ferguson, Principal Microbiologist, Department of Public 
Health of New South Wales. The Minister for Health’ for 
the Commonwealth will act as chairman and will be sup- 
ported by the Director-General of Health ror the Common- 
wealth and the Chief Quarantine Officers from certain of 
the States. 





Proceedings of the Australian Medical Boards. 


NEW SOUTH WALES. 








The undermentioned have been registered, under the Medi- 
cal Act, 1912-1915, as duly qualified medical practitioners: 
Kincaid, Hilda Estelle, M.B., Bac. Surg., 1920, Univ. Mel- 
bourne (Renwick Hospital). 
Lane, Muriel Shirley, M.B., Ch.M., 1921, Univ. Sydney 
(Royal Prince Alfred Hospital). 
The following additional qualifications 
registered: 
Burns, Francis Austin, Ch.M., 1921, Univ. Sydney. 
Dey, Lindsay Alexander, Ch.M., 1912, Univ. Sydney. 
Page, William Robert, Ch.M., 1921, Univ. Sydney. 


have’ been 


Alteration in Name. 
Liggins, Frederick William, to Liggins, William Freder- 
ick Leslie. ‘ . 





SOUTH AUSTRALIA. 





The following have been registered as duly qualified medi- 
cal practitioners under the provisions of the ’Medical Act, 
1919: 

Collins, William Henry; M-B., B.S., Melbourne, 1914. 
O’Brien, John Phillip, M.B., B.S., Melbourne,* 1917. 
Yoffa, Isaac Valve, M.B., B.S., Melbourne, 1920. 





Medical Appointments. 


A notice has appeared in the New South Wales Govern- 
ment Gazette of July 23, 1921, to the effect that Dr. W. G. 
Armstrong (B.M.A.) has been nominated as a member of the 
Board of Control of the United Dental Hospital of Sydney, 
in succession to Dr. R. T. Paton. ; 

Dr. James S. F. Barnet (B.M.A.) has been appointed Gov- 
ernment Medical Officer at Warialda, New South Wales. 

It is announced that the surgeries of the following prac- 
titioners have been recognized by the Commission of Public 
Health, Victoria, as places for public vaccination: Dr. Celin 
Dinwoodie (B.M.A.). of Moore Street, Moe; Dr. A. W. Esler 
(B.M.A.), of Panton Street, Eaglehawk; Dr. G. Haydon, of 
Macarthur; Dr. C. C. Marshall (B.M.A.), of Harrow; and 
Dr. J. R. L. Willis (B.M.A.), of Learmonth. 

Dr. H. W. Ward (B.M.A.) has been appointed District 
Medical Officer and Public Vaccinator at York, Western Aus- 
tralia, in succession to Dr. V. H. Gordon (B.M.A.). 

Dr. Phillips has been appointed Medical Officer of Health 
of the West Guildford Road Board, Western Australia. 

Dr. L. V. Biszele (B.M.A.) has been appointed a. Resi- 
dent Medical Officer at the Kalgoorlie Hospital. 

Dr. I. Valvl Yoffa has been appointed a Resident Medical 
Officer at the Adelaide Hospital. 

The re-appointment of Dr. H. Swift (B.M.A.) as Hon- 
orary Consulting Physician, of Dr. T. G. Wilson (B.M.A.) 
as Honorary Gynecologist and of Dr. R. E. Harrold (B.M.A.) 
as Honorary Dermatologist to the Adelaide Hospital is 
announced in The South Australian Government Gazette. 

Dr. Harold W. Ward (B.M.A.) has been appointed Medical 
Officer of Health to the York Municipal Council, Western 
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Dr. Donald Cameron (B.M.A.) has been appointed Medical 
Officer of Health to the Collie Municipal Council, Western 
Australia. 

Drs. Ida Gertrude M. Halley (B.M.A.), A. A. Lendon 
(B.M.A.) and R. S. Rogers (B.M.A.) have been appointed 
Official Visitors to the Mental Hospital, Parkside, South 
Australia, under the provisions of the Mental Defectives 
Act, 1913. 

Dr. Keith Moore (B.M.A.) has been appointed Common- 
wealth Medical Inspector of Shipping for the purposes of 
the Navigation Act, 1912-1920. 

Approval has been given to the appointment of the fol- 
lowing as Quarantine Officers as from the dates set out 
with each name: Dr. W. J. Penfold (B.M.A.), February 25, 
1916; Dr. P. W. Mitchell (B.M.A.), April 20, 1917; Dr. F. W. 
A. Ponsford (B.M.A.), July 30, 1919; Dr. A. J. Metcalfe 
(B.M.A.), September 1, 1919; Dr. G. A. Blumer, June 4, 
1920; Dr. F. Tooth (B.M.A.), June 9, 1920; Dr. C. J. Middle- 
ton (B.M.A.), July 1, 1920; Dr. G. A. Murray (B.M.A.), 
July 1, 1920; Dr. W. C. Sawers (B.M.A.), December 24, 
1920; Dr. F. G. Morgan (B.M.A.), February 14, 1921; Dr. 
F. McCallum, February 15, 1921; Dr. K. Moore (B.M.A.), 
April 5, 1921. 

Dr. James Pirie (B.M.A.) has been appointed Honorary 
Medical Officer at the Liverpool State Hospital and Asylum, 
under the Department of Public Health of New South Wales. 

Dr. E. A. Johnson, Dr. C. T. C. de Crespigny (B.M.A.) 
and Dr. W. Ray (B.M.A.) have been appointed Honorary 
Physicians at the Adelaide Hospital. 

Dr. A. E. Vivian (B.M.A.) has been appointed District 
Medical Officer and Public Vaccinator at Quairading, West- 
ern Australia. 

Dr. J. McAleer has been appointed District Medical 
Officer and Public Vaccinator at Three Springs, Western 
Australia. 


Medical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, locum 
tenentes sought, etc., see ‘‘Advertiser,’’ page xx. 


University of Sydney: Professor of Psychiatry. 
Western Australian Public Service: Assistant Medical Offi- 
cer, Woorooloc Sanatorium for Consumptives. 


Women’s Hospital, Melbourne: Medical Superintendent. 





Medical Appoiatments. 
IMPORTANT NOTICE. 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
ramed in the first column, or with the Medical Secretary 

‘the British Medical Association, 429 Strand, London, W.C.. 





Branch. APPOINTMENTS. 





Australian Natives’ Association. 

Ashfield and District Friendly So- 
cieties’ Dispensary. 

Balmain United Friendly Societies’ Dis- 
pensary. 

Friendly Society Lodges at Casino. 

Leichhardt and Petersham Dispensary. 

Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 

Marrickville United Friendly Societies’ 
Dispensary. 

North Sydney United Friendly Societies. 

People’s Prudential Benefit Society. 

Pheenix Mutual Provident Society. 


NEW SOUTH 
WALES. 
(Hon. Sec., 30-34 
Elizabeth Street, 
Sydney.) 

















Branch. APPOINTMENTS. 





All Institutes or Medical Dispensaries. 

Australian Prudential Association Pro- 
prietary, Limited. 

Manchester Unity Independent Order 
of Oddfellows. 

Mutual National Provident Club. 

National Provident Association. 


VICTORIA. 
(Hon. Sec., Medi- 
cal Society Hall, 
East Melbourne.) 





QUEENSLAND. Australian Natives’ Association. 


Brisbane United Friendly Society In- 
stitute. 
Stannary Hills Hospital. 


(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 





SOUTH AUS- 
TRALIA. 
(Hon. Sec., 3 North 
Terrace, Adelaide.) 


Contract Practice Appointments at 
Renmark. 
Contract Practice 


South Australia. 


Appointments in 





WESTERN AUS- 
TRALIA. 
(Hon. Sec., 6 Bank 
of New South 
Wales Chambers, 
St. George’s Ter- 
race, Perth. 


All Contract Practice Appointments in 
Western Australia. 





NEW ZEALAND: 
WELLINGTON 
DIVISION. 

(Hon. Sec., 
lington.) 


Friendly Society Lodges, Wellington, 
New Zealand. 


Wel- 








Diary for or the Month. 


. 16.—N.S.W. Branch, B.M.A.: Executive and Finance 
Committee. 
g. 16.—INawarra Suburbs Med. Assoc. (B.M.A.). 
. 17.—W. Aust. Branch, B.M.A.. 
. 19.—Eastern Suburbs Med. Assoc. (N.S.W.). 
19.—North Eastern Med. Assoc. (N.S.W.). 
. 23.—N.S.W. Branch, B.M.A.: Medical Politics Commit- 
tee: Organization and Science Committee. 
. 25.—S. Aust. Branch, B.M.A.. 
. 25.—Clinical Meeting at the Hospital for Sick Children, 
Brisbane. : 
g. 26.—N.S.W. Branch, B.M.A.. 
. 26—Q. Branch, B.M.A., Council. 
. 31—Vic. Branch, B.M.A., Council. 
2.—Q. Branch, B.M.A.. 
8.—N.S.W. Branch, B.M.A.: Last day for nomina- 
tion’ of two candidates for election to Federal 
Committee. 
9.—N.S.W. Branch, B.M.A., Clinical. 
9.—S. Aust. Branch, B.M.A., Council. 
9.—Q. Branch, B.M.A., Council. 
. 13.—Tas. Branch, B.M.A.. 
. 13.—N.S.W. Branch, B.M.A.: Ethics Committee. 





EDITORIAL NOTICES. 


Manuscripts forwarded to the office of this journal cannot under any 
circumstances be return 

Original articles forwarded for publication are understood to be baa 
to The Medical Journal of Austraiia alone, unless the contrary be 

All communications should be addre: to ‘“‘The Editor,’’ The Medical 
Journal of Australia, B.M.A. Building, 30-34 Blizabeth Street, Sydney. 
(Telephone: B. 5.) 











